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El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año;  volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  de 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 
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Lorophyn  Jelly  embodies  four  ontstand= 

ing  advantages: 

1 Rapid  spermicidal  effect,  even  in 
high  dilutions;* 

2 Excellent  spreading  and  sperm- 
contact  properties; 

3 Effective  properties  as  a physical 
barrier ; 

4 Proved  non-toxicity  and  absence  of 
irritation. 

*In  tests  by  the  modified  Brown-Gamble 

method. 


Active  Ingredients.  Phenylmereuric 
Acetate  0.06%,  Polyethylene  glycol  of 
mono  Iso  octyl  phenyl  ether  0.3%, 
Methyl  p-Hydroxy  Benzoate  0.05%,. 
Sodium  Borate  3.0%. 


Use  the  coupon  for  further  doto, 

L/A  B /of  R /a/to  R/I/eJ 

NORWICH.  NEW  YORK 


! MEDICAL  DIRECTOR 

Eaton  Laboratories,  Inc.,  Norwich,  N.  Y, 

Please  send  me  further  scientific  data,  & 
professional  literature  on  Lorophyn  Jelly. 


SPECIALTY. 
address 


Distribuidor:  CESAR  CASTILLO,  Tetuán  10,  San  Juan,  P.  R. 
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etincj  CORPORATION  • BLOOMFIELD,  N.  J. 


Distribuidor:  CESAR  CASTILLO 

Tétala  10,  Sao  Juan,  P.  R. 


in  the  menopause 


BECAUSE  symptoms  are  controlled  within  a 
few  days  with  only  one  0.05  mg.  ESTINYL 
(ethinyl  estradiol)  Tablet  daily  or  every 
other  day. 

BECAUSE  ESTINYL  is  well  tolerated  — 
Nausea  and  vomiting  are  uncommon,  and 
patients  experience  a sense  of  well-being 
that  helps  smooth  this  transitional  period. 

BECAUSE  ESTINYL  is  an  economical 
preparation  available  to  patients  who 
require  a potent  estrogen  derived  from 
natural  sources. 


TRADE»M4RK  ESTINYL— REC.  U.  S.  PAT.  OFF/ 


why 

Estmwwl  tablets 


¡ALCOHOLISMO! 


UN  PROBLEMA  PERPLEJO 


PORQUE  le  da  al  paciente  una  tregua  misericordiosa 
a su  sed  insaciable  y obcecación  por  el  alcohol,  el 
Sulfato  de  Benzedrina  ha  probado  ser  un  auxilio  sobre- 
saliente en  el  perplejo  problema  del  alcoholismo  crónico. 


A su  petición  le  enviare • 
mos  directamente  litera- 
tura, posologío  y muestras 
sobre  este  producto. 


s 

i 


Después  de  haber  usado  el  Sulfato  de  Benzedrina 
durante  años  en  una  serie  clínica  de  56  casos  de 
alcohólicos  crónicos,  el  Dr.  Bloomberg  afirma:  "el 
Sulfato  de  Benzedrina  combate  muy  eficazmente  la 
depresión  y el  malestar  general  ...  su  uso  hace  innece- 
sario la  hospitalización  del  paciente  . . . sus  efectos 
benéficos  son  inmediatos  y perceptibles  . . . ." 

En  el  "Journal  of  the  America  Medical  Association,"  el 
Dr.  M.  M.  Miller  dice:  "esta  droga  parece  disipar  la  apa- 
tía y la  depresión  . . . produce  aumento  del  interés  y bien-i 
estar  . . . aumenta  la  facultad  para  la  concentración  . . Jj 


TABLETAS  DE  SULFATO  DE  BENZEDRINA 

LABORATORIOS  SMITH,  KLINE  & FRENCH 

FILADELFIA,  PA.,  E.  U.  A. 


.MAS  DE  '/  0 0 AÑOS  SIRVIENDO  A LA  PROFESION  MEDICA. 


t 
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TRES 
ARMAS 
POTENTES 


lia  adopción  y la  valuación  clínica  de  estos  compuestos  cons- 
tituyen uno  de  los  pasos  más  avanzados  que  registra  la  historia  del 
tratamiento  químico  de  las  enfermedades.  En  manos  del  cirujano,  estos 
agentes  quimioterápicos  son  armas  poderosas  para  combatir  gran 
variedad  de  procesos  infecciosos. 

Este  grupo  de  compuestos  es  eficaz  contra  las  infecciones  producidas  por 

Estreptococos  Hemoliticos 
Meningococos  Estafilococos 

Neumococos  Gonococos 

Bacilos  Friedlander 
Escherichia  Coli 

LlNFOGRANULOMA  VENEREO 

Ciertas  infecciones  del  conducto  urinario 
Tracoma  Chancroide 
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MERCK  & CO.,  Inc. 

Fabricantes  de  Productos  Químicos  de  Calidad 
Rahway,  New  Jersey,  Estados  Unidos  de  Norte  América 


THE  NEW  YORK  POLYCLINIC 


ESCUELA  DE  MEDICINA  Y HOSPITAL 
(Organizada  cn  1**1) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


UROLOGIA 

Curso  combinado  en  Urología,  cubriendo  un  año 
académico  (8  meses).  Este  curso  comprende  ins- 
trucción en  farmacología;  fisiología;  embriolo- 
gía; bioquímica;  bacteriología  y patología;  tra- 
bajo práctico  en  anatomía  quirúrgica  y procedi- 
mientos urológicos  operatorios  en  el  cadáver; 
anestesia  regional  y general  (cadáver)  ; gineco- 
logía en  la  oficina;  diagnóstico  proctológico ; el 
uso  del  oftalmoscopio;  diagnóstico  físico;  inter- 
pretación roentgenológica ; interpretación  electro- 
cardiográfica;  dermatología  y sifllología;  neuro- 
logía; terapia  física;  instrucción  continua  en 
diagnóstico  cistoendoscópico  y manipulación  del 
instrumental  quirúrgico;  clínicas  operatorias;  de- 
mostraciones en  el  tratamiento  quirúrgico  de  tu- 
mores de  la  vejiga  y otras  lesiones  vesicales,  así 
como  resección  endoscópica  de  la  próstata. 


MEDICINA  PRACTICA 

Instrucción  completa  en  aquellas  materias  que 
l son  de  particular  interés  al  médico  en  la  prác- 
tica general.  El  curso  cubre  todas  las  ramas  de 
la  Medicina  y Cirugía. 


RADIOLOGIA 

Revisión  comprensible  de  ios  conceptos  de  física 
y altas  matemáticas  necesarios,  interpretación  de 
placas,  todos  los  procedimientos  diagnósticos  de 
uso  standard,  métodos  de  aplicación  y dosle  de 
radioterapia,  radium  y rayos  X;  procedimientos 
fluoroscópicos  standard  y especiales.  Revisión 
de  lesiones  dermatológicas  y tumores  suscepti- 
bles de  radioterapia,  así  como  con  los  métodos 
y cálculos  de  dosis  en  los  tratamientos.  Especial 
enseñanza  de  los  más  nuevos  métodos  diagnósti- 
cos por  medios  de  contraste  (broncografía)  al 
lipiodol,  uterosalpingografía,  visualizaclón  de  las 
cámaras  cardíacas,  insuflación  perlrrenal  y mle- 
lografía.  Se  incluyen,  Instrucciones  sobre  dispo- 
sición y dirección  de  departamentos  radiólogos. 


FISIOTERAPIA 

Lecciones  didácticas  y aplicaciones  clinical  ac- 
tivas de  todos  los  métodos  actuales  de  fisiote- 
rapia en  medicina  interna,  cirugía  traumática  y 
general,  ginecología,  urología,  dermatología,  neu- 
rología y pediatría.  Demostraciones  especiales  de 
electrocirugía  menor,  electrodingnósttco,  pireto- 
terapia,  hidroterapia  (incluyendo  terapia  colónl- 
ca)  actinoterapia. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 




Anemia  Hipocrómicas  de  la  Preñez... 

* Dieckmann  & Wagner 

Reportan  un  23%  de  aumento  de  Hemoglobina  mediante 
tratamiento  con  sales,  hierro  y cobre. 

GLYCETON  (Tónico) 

Contiene : Citrato  de  Hierro  y Amonio,  Proteinato  de  Cobre, 
Vitamina  B1  y Levadura  de  Cerveza.  Sabor  agradable. 

Dosis:  Cucharada  ante  de  las  comidas  y del  desayuno. 

Fabricante : 

THE  VITARINE  CO.,  INC. 

New  York  City 

* Dieckmann  W.  J.  & Wagner,  C.  R.  The  Blood  in  Normal  Pregnancy: 

Blood  & Plasma  Volumes,  Arch.  Int.  Medicine  53:71  - Jan.  1934. 

PUERTO  RICO  HOSPITAL  MED.  SUPPLY  C0„  INC. 

Distribuidores 
Arecibo,  Puerto  Rico 

J 


DEBER 

EN  LA  NOCHE 


AAanteniendo  un  calor  continuo, 
la  curación  húmeda  de  NUMOTI- 
ZINE  simplifica  el  problema  del 
calor  externo  durante  la  noche. 


En  el  tratamiento  local  de  inflama- 
ciones superficiales,  tales  como  fu- 
runculosis, torceduras,  tonsilitis  y 
afecciones  ligeras  del  árbol  respi- 
ratorio, la  acción  analgésica  y 
descongestiva  de  NUMOTIZINE  sur- 
te sus  efectos,  sin  la  pérdida  de 
tiempo,  que  ocaciona  el  calenta- 
miento y cambio  de  curaciones  en 
intervalos  frecuentes. 


NUMOTIZINE 

Analgésico,  descongestivo,  mitigante 


Suministrado  en  tarros  de  cristal  de  57,  1 14,  228,  425  y 850  gramos. 


NUMOTIZINE,  INC.,  900  NORTH  FRANKLIN  ST„  CHICAGO  10,  ILLINOIS,  E.  0.  de  A. 


Agente  y Distribuidor  Exclusivo  para  Puerto  Rico 
FRANCISCO  N.  CASTAGNET 
Tanca  1,  San  Juan,  P.  R. 
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Agentes:  PELEGRINA  & LLORENS,  INC. 
Salvador  Brau  70  • San  Juan  17,  P.  R. 


BEPRON 

PREPARADO  DE  HÍGADO  DE  RES,  CON  HIERRO 

Elaborado  por  Wyeth  Incorporated 


ENVASES:  El  Beprón  se 
ofrece  en  frascos  de  240 
cc.  v 480  cc. 


DOSIS:  Una  cucharada, 
seguida  de  un  vaso  de 
agua,  dos  veces  al  día, 
después  de  las  comidas. 
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HIGADO  DE  RES  CON  Hl£*«* 
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COMPOSICION:  Cada 
100  cc.  contienen  fac- 
tores solubles  que  equi- 
valen a 192  gramos  de 
hígado  de  res,  sin  frac- 
cionar, incluyendo  los 
factores  die  te  ticos  esen- 
ciales hidrosolubles  del 
hígado,  la  fracción  es- 
pecífica (Colín)  contra 
la  anemia  perniciosa  v 
la  fracción  hippie) 
contra  la  anemia  se- 
cundaria. 

Cada  100  cc.  con- 
tienen 880  ing.  de 
hierro  (Fe)  en  forma  de 
sacara  to  ferroso. 


INDICACIONES:  Preparación  indicada 
en  el  tratamiento  de  anemia  de  la 
nutrición  o anemia  por  deficiencia 
(anemia  secundaria);  provee  en 
forma  concentrada,  todos  los  ele- 
mentos esenciales  para  la  formación 
y mantenimiento  de  un  número  nor- 
mal de  glóbulos  rojos  con  un  conte- 
nido adecuado  de  hemoglobina. 
Cuando  se  administra  en  casos  de 
anemia  de  la  nutrición,  el  Beprón 
cambia  inmediatamente  el  cuadro 
sanguíneov  los  síntomas  subjetivos. 

Se  ha  usado  satisfactoriamente  en 
las  anemias  idiopáticas  hipocrómi- 
cas,  así  como  en  las  anemias  hipocró- 
micas  que  acompañan  el  embarazo, 
hemorragias,  aclorhidria,  radiotera- 
pia profunda  e infecciones. 

La  dosis  general  diaria  de  Beprón 
(45  cc.)  proporciona  por  lo  menos 
384  mg.  de  hierro  ferroso  que  equi- 
valen en  efecto  terapéutico  a 1 gramo 
de  sulfato  ferroso  desecado,  a 10 
píldoras  de  Blaud,  o 5.76  gramos  de 
hierro  y eitratos  de  amonio,  asegu- 
rando la  regeneración  heinoglobínica 
en  las  anemias  de  la  nutrición. 


INTERNATIONAL  LIMITED,  NEW  YORK,  N.  Y.,  U.  S.  A 
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BEPRON 
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INTERNATIONAL  LIMITED,  NEW  YORK,  N.  Y.,  U.  S.  A. 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


El  Oftalmoscopio  Binocular  de  Bausch  & Lomb 


£1  BIEN  el  oftalmoscopio  de  mano  pres- 
ta buen  servicio  en  amplio  campo  de 
uso,  el  examen  verdaderamente  exacto 
y riguroso  de  la  retina  para  descubrir 
el  estado  patológico,  exige  la  percepción 
estereoscópica  que  proporcionan  la  pro- 
fundidad y gran  aumento.  Para  llenar 
este  requisito  se  ha  introducido  el  Oftal- 
moscopio Binocular  de  Bausch  & Lomb. 
Su  campo  de  vista  es  amplio,  se  puede 
controlar  el  tamaño  de  la  imagen  y va- 


riar la  iluminación  libre  de  rojo.  Su 
manejo  es  fácil.  Es  sorprendente  la  ca- 
lidad de  la  imagen  que  se  obtiene  con 
este  binocular. 

Agente:  H.  V.  CROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAUSCH  & LOMB 

Optical  Co.  Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


Distribuidor  KxcIubíyo:  RAFAEL  A.  VILLAMIL,  Apartado  530,  San  Juan,  P.  R. 


Approximately  37%  of  the  Calcium  salts  found 
in  vegetables  are  lost  in  cooking.  Utilization  of 

the  Calcium  may  also  be  incomplete  if  the  supply 
of  vitamin  D is  inadequate. 


Calciwafers 


& Calcicaps 


ALTERNATE  DOSAGE  FORMS 
Supply  Calcium  and  Phosphorus  with  enough  Vitamin 
D for  the  absorption  of  the  Calcium  provided 
but  also  for  the  Calcium  already  in  the  diet. 

CALCIWAFERS  CALCICAPS 

Candied  wafers,  boxes  of  50  and  250  Capsule  form,  bottles  of  100  and  500 

NION  CORPORATION 
LOS  ANGELES  38,  CALIFORNIA 


emu 


Exclusive  Representative 

JOAQUIN  BELENDEZ  SOLA 
56  Tetuán  St.  - P.  0.  Box  1188  - San  Juan  6,  P.  R. 


Agente:  RAFAEL  A.  VILLAMIL  - Apartado  530,  San  Juan  3,  P.  R. 


LAS  FARMACIAS  DE  BLANCO 

EN  SAN  JUAN  Y SANTURCE 


invitan  atentamente  a la  distinguida  clase  médica 
para  que  visite  sus  instalaciones  y departamentos 
de  recetas  y solicitan  su  autorizada  crítica. 


LA  FARMACIA  DE  BLANCO 

DE  SAN  JUAN 


cuenta  con  un  frigorífico  de  gran  capacidad  para 
atender  en  cualquier  momento  servicios  profesiona- 
les a los  señores  médicos  y al  público  en  general  en 
que  se  necesiten  bajas  temperaturas. 


^ pviiuM* 


Now  the  physician  needs  merely  to  slip  a new  Abbott  penicillin  cartridge  into  a syringe 
and  start  the  injection.  This  convenient,  sterile  unit,  always  ready  for  immediate  use, 
consists  of:  (1)  a cartridge  containing  a single  1-cc.  dose  of  300,000  units  of  Penicillin 
Calcium,  Abbott,  in  Oil  and  Wax  (Romansky  Formula);  (2)  a plastic  syringe  with  a 
fixed,  sterile  needle.  The  syringe  is  designed  to  be  used  once  and  then  thrown  away;  the 
needle  may  not  be  removed  or  resterilized.  The  package  containing  the  unit  is  small 
and  lightweight,  and  slips  easily  into  the  pocket  or  emergency  bag. 


Unit  as  Removed  from  Package 

Syringe,  con- 
taining a sterile, 
20-gauge  nee- 
« die,  is  sealed  at 
top  with  rubber 
stopper  (A),  at  bottom  with  removable  plastic 
sheath  (B)  which  protects  the  sterile  needle. 
Two-chamber  cartridge,  _____ 
supplied  with  one  cham-  - . • ■, 

ber  containing  a single 
1-cc.  dose  of  300,000  units  of  Penicillin 
Calcium,  Abbott,  in  Oil  and  Wax  (Romansky 
Formula),  the  second  chamber  empty. 


Unit  Ready  for  Assembly 


4 

To  assemble  the  unit  for  use,  the  rubber 
stopper  is  removed  from  the  syringe  and 
attached  to  the  open  end  of  the  cartridge 
to  form  a plunger.  To  make  the  injection 
it  is  necessary  only  to  insert  the  cartridge- 
plunger  into  the  syringe  until  upper  end  of 
the  needle  punctures  the  rubber  diaphragm. 


Oth*  *** 


• PENICILLIN  OINTMENT  ABBOCILLIN 

1000  unit*  Penicillin  Calcium  per  Gram  [in  7-ounce  tubes) 

• PENICILLIN  OPHTHALMIC  OINTMENT  ABBOCILLIN 
1000  unit»  Penicillin  Calcium  per  Gram  (in  %-ounce  tubes) 

• PENICILLIN  TROCHES  ABBOCIILIN 

Eoch  Troche  contains  1000  units  (in  bott/es  of  24) 

• PENICILLIN  TABLETS  ABBOCIILIN 

Each  tablet  contains  25,000  units  (in  bott/es  of  12  and  25) 

Abbott  Laboratories  P.  R. 

80-82  S.  Brau  St.  - P.  O.  Box  1082 
San  Juan,  P,  R. 


y 

Meningitis 


La  Sulfadiazina  continúa 
siendo  el  agente  quimiote- 
rápico  de  mayor  eñcacia 
en  el  tratamiento  de  la 
meningitis  meningocó- 
cica. 

Su  fácil  asimilación, 
buena  tolerancia,  alta  con- 
centración sanguínea  y 
rápida  penetración  en  el 
líquido  cefalorraquídeo, 
explican  su  eficaz  acción 
terapéutica. 


LE DE RLE  LABORATORIES 


30  ROCKEFELLER  PLAZA,  NEW  YORK  20, 


NEW  YORK 


SUCURSALES  Y REPRESENTANTES  EN  TODA  LA  AMERICA  LATINA 


• Excretion  urography  with  Diodrast  provides  dense  shadows  for  clear  delineation  of  the 
upper  urinary  tract.  It  greatly  simplifies  the  diagnosis  of  hydronephrosis,  nephrolithiasis, 
nephroptosis,  neoplasms,  tuberculosis  and  other  renal  pathology. 


Excretion  urography  is  a relatively  simple  and  safe  procedure  if  a few  precautions  are 
observed.  • 

Writ*  for  profusely  illustrated  54  page  booklet  "Excretion  Urography  and  Retrograde  Pyelography." 


TRADEMARK  REO  U S.  RAT  OFF  & CANADA 
Brand  of  IOPYRACYI 

(3,5-diiodo-4-pyridone-N-acetic  acid  diethanolamine) 
35  per  cent  sterile  solution  in  ampuls  of  10,  20  and  30  cc. 


WINTHROP  CHEMICAL  COMPANY,  INC. 

pharmaceuticals  of  merit  for  the  physician  • new  york  13,  n y «Windsor,  ont. 

110  M 

WINTHROP  CHEMICAL  COMPANY,  INC.  - Allen  77,  San  Juan,  P.  R. 


ADMINISTRACION  ORAL 


La  dosis  normal  es:  Dos  cucharaditas  de  AMPHOJEL  disueltas  en  un  poco  de  agua, 
administradas  cinco  o seis  veces  al  día  y al  acostarse.  En  el  tratamiento  de  la 
úlcera  es  esencial  que  el  medicamento  sea  tomado  frecuentemente  y por  un  período 
de  tiempo  prolongado. 

El  paciente  debe  tomar  frecuentemente  “dietas  blandas",  y comidas  limitadas. 


ADMINISTRACION  INSTILATORIA  GASTRICA 


iMPHOJEL  es  asequible  en  frascos  azules  de  175  c.c. 


Se  disuelve  el  AMPEfOJEL  en  tres 
partes  iguales  de  agua,  instilándose  con- 
tinuamente esta  solución  dentro  del 
estómago  por  medio  de  una  sonda  eso- 
fágica a un  promedio  de  15  gotas  por 
minuto.  El  aparato  instilatorio  AM- 
PEtOJEL  es  asequible  en  muchos  hos- 
pitales. Esta  procedimiento  es  usado  en 
los  casos  de  úlcera  hemorrágica. 


I0HN 

:hicago 


WYETH  & BROTHER,  INCORPORATED 

Fabricantes  de  Productos  Farmacéuticos  de  Alta  Calidad  Desde  I860 


PHILADELPHIA,  PA.,  E.  U.  A. 

CLEVELAND  JERSEY  CITY  DURBAN  LONDRES  SYDNEY  BUENOS  AIRES  xs72B 

IMPRESO  EN  E.  U.  A. 


ULCERA  PEPTICA 


Literatura  médica  recientemente  publicada  informa  de  más  de  1,000  casos  de  úlcera 
péptica  tratados  con  éxito  con  la  administración  de  gel  coloidal  de  hidróxido  de 
aluminio,  evidenciándose  en  esos  trabajos,  como  las  más  sorprendentes,  las  siguientes 
características  del  AMPHOJEL: 


Rápido  alivio  del  dolor; 

Rápida  cicatrización  de  la  úlcera; 

Imposibilidad  de  que  su  uso  produzca  alcalosis; 

Exito  donde  otros  métodos  de  tratamiento  han  fracasado,  y 
Excelentes  resultados  en  casos  de  úlcera  hemorrágica. 


En  uno  de  esos  trabajos  se  informa  que  de  101  pacientes  de  úlcera  péptica  hemorrá- 
gica tratados  con  AMPHOJEL,  todos  mejoraron  con  la  excepción  de  tres  casos.  La 
terapia  con  AMPHOJEL  se  ajusta  perfectamente  a la  rutina  normal  establecida  en 
los  casos  de  úlcera  péptica. 

Siendo  el  AMPHOJEL  eficaz  y seguro  en  el  tratamiento  prolongado  requerido  en  los 
casos  de  úlcera  péptica,  lógicamente  resulta  también  ideal  para  el  control  de  la 
simple  hiperacidez. 


Las  radiografías  demuestran  cómo  la 
úlcera  péptica  cicatriza  rápidamente 
con  el  uso  de  AMPHOJEL. 


JOHN  WYETH  & BROTHER,  INCORPORATED 


Fabricantes  de  Productos  Farmacéuticos  de  Alta  Calidad  Desde  I860 

PHILADELPHIA,  R A. , E.  U.  A. 

CHICAGO  CLEVELAND  JERSEY  CITY  DURBAN  LONDRES  SYDNEY  BUENOS  AIRES 
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GASTRITIS  EN  LOS  DESDENTADOS 

A.  RODRIGUEZ  OLLEROS* ** 


Si  bien  es  cierto  que  no  hay  pruebas 
concluyentes  de  que  el  85  por  ciento  de 
los  carcinomas  de  estómago  se  desarro- 
llan teniendo  por  base  lesiones  gastríti- 
cas  previas,  como  afirma  Konjetzny',  la 
mayoría  de  los  autores  están  conformes 
en  asignar  a la  gastritis  papel  de  factor 
principal,  coadyuvante  del  factor  constitu- 
cional, en  la  génesis  del  cáncer  y también, 
aunque  en  menor  cuantía,  del  ulcus  gás- 
trico. Recientemente,  Hurts2  ha  reforza- 
do la  teoría  de  Konjetzny  con  nuevas  apor- 
taciones. En  la  literatura  moderna  abun- 
dan casos,  como  los  comunicados  por  Feld- 
mann:i  y W.  Alvarez4,  en  los  que  se  cons- 
tataron lesiones  radiológicas  o gastroscó- 
picas,  en  el  mismo  sitio  del  estómago,  bas- 
tantes años  antes,  del  momento  de  descu- 
brirse la  lesión  cancerosa  y mediando  en- 
tre ambas  fechas  un  largo -período  de  apa- 
rente curación  clínica.  Warren  y Meis- 
sner’ diferencian  las  gastritis  en  las  que 
predominan  lesiones  inflamatorias,  de 
aquellas  otras  en  las  que  las  lesiones  con- 
sisten fundamentalmente  en  cambios  epi- 
teliales, tales  como  metaplaxia  mucosa, 
disminución  de  las  células  principales  y 


* Comunicación  a la  Asamblea  anual  de  la 
Asociación  Médica  de  Puerto  Rico,  Diciembre, 
1945. 

**  Gastroenterólogo  de  la  Clínica  Pereira 
Leal,  de  Río  Piedras,  Profesor  conferenciante  de 
]a  Universidad  de  Puerto  Rico. 


parietales,  quistes  glandulares  y aparición 
de  células  atípicas  de  tipo  embrionario  y 
glándulas  de  tipo  intestinal.  Las  gastri- 
tis en  que  predominan  estas  últimas  al- 
teraciones histológicas  son  las  que  deben 
considerarse  como  verdaderas  lesiones 
precancerosas. 

Por  esta  pretendida  relación  entre  las 
gastritis  y el  cáncer,  en  estos  últimos  años 
ha  crecido  el  interés  por  el  estudio  de 
aquellas.  Aceptada  esta  relación,  dada  la 
gran  proporción  en  que  existe  el  cáncer 
gástrico  y la  muy  escasa  cantidad  de  ellos 
en  que  se  logra  la  curación  (que  en  las  me- 
jores estadísticas  no  pasa  de  un  5%),  tie- 
ne importancia  el  insistir  en  el  estudio  de 
las  gastritis,  no  sólo  en  lo  que  respecta  al 
diagnóstico,  fase  ya  muy  lograda  por  la 
ayuda  principal  de  la  gastroscopía,  sino,  y 
principalmente,  por  tratar  de  precisar  más 
el  valor  respectivo  de  los  diferentes  facto- 
res etiológicos  de  las  mismas  gastritis. 

Hace  unos  años6  publicamos  en  el  Bole- 
tín de  la  Asociación  Médica  de  Puerto  Ri- 
co un  trabajo  experimental,  demostrando 
la  producción  experimental  de  gastritis  en 
perros  por  vía  hematógena,  a partir  de 
una  necrosis  ocasionada  por  la  inyección 
intramuscular  de  jugo  pancreático.  En 
este  trabajo  presentamos  a la  considera- 
ción de  la  clase  médica  los  resultados  de 
una  revisión  de  las  historias  clínicas  de 
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3,684  enfermos  de  la  consulta  de  aparato 
digestivo  de  la  Clínica  Pereira  Leal,  enfo- 
cando nuestra  atención  hacia  la  relación 
que  se  enuncia  en  el  título  de  esta  comu- 
nicación ; es  decir ; ¿ en  qué  cuantía  influye 
la  irritación  mecánica  que  supone  la  falta 
de  dentadura  eficiente,  en  la  génesis  de  las 
gastritis? 

Material  y Métodos: 

Las  3,684  historias  clínicas  que  han 
sido  revisadas,  corresponden  a otros  tan- 
tos enfermos  que  fueron  recibidos  en  la 
consulta  de  aparato  digestivo  de  la  Clíni- 
ca Pereira  Leal,  por  presentar  sintomato- 
logía  atribuíble  al  aparato  digestivo. 

Hemos  entresacado  de  las  3,684  histo- 
rias clínicas  aquellas  en  que  constaba  que 
el  paciente  adolecía  de  un  defecto  grave, 
de  tercer  grado,  de  sus  piezas  dentales. 
Incluimos  en  esta  categoría  de  “tercer 
grado  de  deficiencia  dentaria”  las  siguien- 
tes anomalías  con  persistencia  superior 
a un  año  y medio  de  anterioridad  inmedia- 
ta a la  consulta: 

(a)  Falta  completa  de  dentadura,  sin 
haber  sido  reemplazada  por  dentadura 
postiza ; 

(b)  Falta  completa  de  molares; 

(c)  Falta  de  molares  superiores  de 
ambos  lados,  o inferiores,  también  de  am- 
bos lados;  y 

(d)  Falta  de  molares  alternos,  de  tal 
manera  que  en  ningún  lado  se  pueda  prac- 
ticar la  masticación  molar. 

No  hemos  tenido  en  cuenta  para  nues- 
tro trabajo  defectos  de  dentadura  de  me- 
nor categoría  que  las  cuatro  señaladas. 

Encontramos  un  total  de  168  historias 
clínicas  en  que  se  hacía  constar  que  los  pa- 
cientes sufrían  defecto  de  dentadura  de 
tercer  grado.  El  término  medio  de  dura- 
ción del  defecto  dental,  en  esta  serie  de 
enfermos,  ascendía  a dos  años  y medio. 


Desglosando  estos  168  enfermos  de  la 
totalidad,  nos  quedamos  con  un  total  de 
3,516  casos  con  dentadura  más  o menos 
eficiente  para  los  efectos  de  la  mastica- 
ción, en  los  que  la  incidencia  de  gastritis 
va  a ser  comparada  con  la  que  existe  en 
los  168  casos  de  incapacidad  de  mastica- 
ción eficiente. 

En  estos  dos  grupos  — 1)  de  3,516  con 
dentadura  eficiente  y 2)  de  168  desdenta- 
dos— , hemos  entresacado  para  ser  estu- 
diadas las  historias  clínicas  en  que  cons- 
taba el  diagnóstico  de  gastritis  crónica  co- 
mo enfermedad  principal  o única.  Es  de- 
cir, desechamos  aquellos  casos  en  que  la 
gastritis  era  secundaria  o coexistía  con 
otra  enfermedad  de  la  cual  podía  ser  con- 
secuencia. Así,  por  ejemplo,  no  hemos  to- 
mado en  consideración  las  gastritis  si  ocu- 
rren en  casos  de  tuberculosos,  sifilíticos, 
de  esprú,  las  colecistopatías,  las  hepatopa- 
tías,  las  parasitosis,  etc.,  en  actividad; 
igualmente  descartábamos  los  casos  de  úl- 
cera o cáncer,  aún  habiéndose  demostra- 
do por  la  gastroscopía  la  coexistencia  de 
una  gastritis. 

Incluimos,  en  cambio,  las  gastritis  me- 
dicamentosas, alimenticias  y aquellos  ca- 
sos en  que,  aún  padeciendo  una  infección 
focal,  ésta  era  de  naturaleza  tal  que  no 
ocupaba  el  primer  plano  de  la  patología 
del  paciente,  tales  como  amigdalitis,  sinu- 
sitis, absceso,  dentario,  prostatitis,  etc.  Se 
llegaba  al  diagnóstico  de  gastritis  como 
enfermedad  principal  por  el  cuadro  clíni- 
co, por  las  alteraciones  de  la  secreción 
gástrica  y al  constatar  en  el  contenido  gás- 
trico productos  de  la  inflamación  de  la 
mucosa,  tales  como  moco,  sangre,  leuco- 
citos o albúmina  soluble. 

En  algunos  cas.os  nos  ha  ayudado  al 
diagnóstico  la  prueba  de  la  insuflación 
gástrica  de  Henning-Norpoth7. 

La  radiología  ha  sido  utilizada  de  un 
modo  sistemático  y la  gastroscopía  ocasio- 
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nalmente,  sobre  todo  en  los  casos  de  diag- 
nóstico radiológico  dudoso  o de  discrepan- 
cia entre  los  datos  radiológicos  y los  res- 
tantes datos  de  exploración. 

Resultados  obtenidos 

El  número  total  de  gastritis  primarias 
comprobadas,  que  hemos  encontrado  en 
las  3,684  historias  clínicas  revisadas  as- 
ciende a 299. 

De  ellas,  82  pertenecían  al  grupo  de 
los  168  pacientes  con  incapacidad  de  mas- 
ticación, es  decir,  el  48.8  por  ciento. 

Las  217  gastritis  restantes  estaban  in- 
cluidas entre  los  3,516  enfermos  que  con- 
servaban capacidad  de  masticación,  con  lo 
que  tenemos  que  6.1  por  ciento  de  los 
diagnósticos  de  los  pacientes  con  mastica- 
ción eficiente  son  de  “gastritis  primaria”, 
en  tanto  que  este  porcentaje  asciende  a 
48.8  entre  los  enfermos  desdentados. 

Entre  los  82  casos  de  gastritis  de  des- 
dentados había  41  casos  de  forma  funcio- 
nal hipoácida  o anácida,  22  casos  cuya 
curva  de  secreción  se  mantenía  dentro  de 
los  límites  normales,  aunque  la  mayoría  de 
ellas  mostraban  irregularidad  de  curva  y 
se  encontraba  en  el  contenido  gástrico  al- 
gún producto  de  la  inflamación,  y 20  ca- 
sos en  los  que  la  respuesta  secretoria  re- 
basaba la  cifra  máxima  del  ácido  que  se 
considera  normal  con  el  desayuno  de  prue- 
ba empleado.  Tenemos  así  en  las  gastri- 


po  hipofuncional,  22  por  ciento  normofun- 
cionales  y 24  por  ciento  hiperfuncionales. 

En  el  grupo  de  las  gastritis  primarias 
en  pacientes  con  masticación  eficiente,  92 
de  ellos  eran  de  tipo  hipoácido,  60  tenían 
cifras  normales  y,  65,  gastritis  de  tipo  hi- 
perérgicas.  Corresponde,  respectivamen- 
te, a estas  tres  clases  de  gastritis  el  42,  el 
27  y el  29.9  por  ciento. 

En  el  grupo  de  los  desdentados  desta- 
camos 23  casos  (28%  de  gastritis  con  pre- 
dominio de  lesiones  radiológicas  y gastros- 
cópicas  en  el  antro.  En  este  grupo  de  an- 
tritis hemos  incluido  seis  casos  que  clíni- 
ca, funcional  y radiológicamente  presen- 
tan signos  coincidentes  en  favor  del  diag- 
nóstico de  cáncer  de  antro,  habiéndonos 
decidido  por  el  diagnóstico  de  antritis  los 
datos  gastroscópicos  y la  reiteración  de 
exámenes  radiográficos. 

En  algunos  casos  de  este  grupo  de  an- 
tritis hemos  visto  una  imagen  gastroscó- 
pica  que  anteriormente  hemos  descrito8 
como  gastritis  atrófica  sobre  reliquias  hi- 
pertróficas. Se  ven  en  la  región  del  antro 
pliegues  gruesos,  tuberosos,  rígidos,  es 
decir,  pliegues  de  las  gastritis  hipertrófi- 
cas, pero  cubiertos  por  una  mucosa  des- 
lustrada, grisácea  y que  algunas  veces  de- 
ja transparentar  vasos  finos.  Son  plie- 
gues que  conservan  el  esqueleto  fibroso  de 
antiguas  gastritis  hipertróficas,  pero  que, 
en  el  curso  prolongado  de  la  enfermedad 


tis  de  los  desdentados,  50  por  ciento  de  ti-  la  mucosa,  ha  llegado  a atrofiarse. 

CUADRO  I 

Número 

total 

de  casos 

Número 

de 

Gastritis 

Porcentaje 

de 

Gastritis 

Grnpos  fnncionales 

Hipo. 

Normo. 

Hiper. 

Desdentados 

168 

82 

48.8% 

41  _ 50% 

22  — 26% 

20  — 24% 

Masticación 

eficiente 

3516 

217 

6.1% 

92  — 42% 

60  — 27% 

65  — 29% 
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Comentarios : 

La  vía  hematógena  juega  un  papel  im- 
portante en  la  génesis  de  las  gastritis  y 
úlceras  gastroduodenales. 

En  el  trabajo  antes  citado0,  en  un  lote 
de  perros  a los  que  se  provocó  una  necro- 
sis en  la  región  de  la  nalga,  inyectando  de 
10-15  cc  de  jugo  duodenal  obtenido  des- 
pués de  la  excitación  pancreática  con  éter 
(método  Katsch-Friedrich1’)  y fueron  sa- 
crificados 10-20  días  después  de  iniciarse 
la  necrosis,  se  demostraban  en  todos  ellos 
lesiones  gástricas,  tales  como  metaplasia 
mucoide,  desprendimiento  de  la  mucosa  y 
erosiones  pépticas. 

Según  Kauffman10,  que  con  anteriori- 
dad había  obtenido  gastritis  experimen- 
tales en  perros,  irradiando  la  piel  previa- 
mente afectada  con  luz  ultravioleta,  a par- 
tir del  foco  de  necrosis,  se  liberan  produc- 
tos de  desintegración  proteica,  aminas 
biógenas  del  grupo  del  imidazol  y del  pi- 
rrol  que  tienen  acción  histamínica  y que, 
por  un  mecanismo  complejo  en  el  que  to- 
man parte  las  alteraciones  del  sistema  ve- 
getativo con  espasmo  de  la  mucosa  mus- 
cular, las  alteraciones  circulatorias  de  la 
mucosa  gástrica  y las  crisis  de  ácido,  que 
con  tanto  calor  defiende  Buchner11,  pro- 
ducirían las  lesiones  gastríticas  que  a ve- 
ces trascienden  a las  úlceras  gástricas. 
Prueba  en  favor  de  esta  patogenia  la  han 
aportado  los  numerosos  casos  de  úlceras 
experimentales  con  inyecciones  de  hista- 
mina  y que,  últimamente,  han  tenido  una 
confirmación  fortuita  en  el  hombre  con 
los  casos  de  úlceras  duodenales  desarro- 
llados en  el  curso  de  curas  de  “desensibi- 
lización con  histamina”  comunicados  por 
McHardy  y Browne12.  Partiendo  de  cual- 
quier infección  focal  en  el  hombre,  pueden 
liberarse  tales  aminas  biógenas  y contri- 
buir, en  conjunción  con  factores  constitu- 
cionales, o procedentes  del  exterior,  a la 


génesis  de  lesiones  de  la  mucosa  gástrica. 
Igualmente,  la  inyección  de  ciertos  fár- 
'macos  como  adrenalina,  acetilcotina,  cafeí- 
na, insulina,  morfina  y pilocarpina,  ac- 
túan por  vía  hematógena  sobre  la  mucosa 
gástrica,  aumentando  la  agresividad  del 
jugo  y entorpeciendo  simultáneamente  el 
mecanismo  de  protección  de  la  mucosa 
gástrica,  produciendo  así  lesiones  pépti- 
cas en  los  animales  de  experimentación. 

Desde  el  punto  de  vista  de  la  patología 
humana,  en  nuestro  hemisferio,  tiene  im- 
portancia considerable  el  papel  que  pueda 
desempeñar  el  café  y las  bebidas  que  con- 
tengan cafeína  en  la  génesis  de  lesiones 
pépticas  del  estómago.  Experimentalmen- 
te se  ha  demostrado  por  Roth  e Ivy13,  que 
la  administración  reiterada  de  cafeína  pro- 
duce gastritis  ulcerosas.  Por  otra  parte, 
en  una  investigación  de  la  acción  que  tie- 
nen sobre  la  secreción  gástrica  diferentes 
bebidas  de  uso  frecuente  en  los  Estados 
Unidos,  Ivy14  llega  a la  conclusión  de  que 
el  café  y la  Coca-cola,  ambos  en  casi  igual 
intensidad,  producen  una  elevación  de  la 
secreción  clorhídrica  del  estómago  muy  su- 
perior a las  de  las  restantes  bebidas  inves- 
tigadas. 

Parece  pues,  perfectamente  demostra- 
do el  papel  de  la  vía  hematógena  en  la  géne- 
sis de  las  gastritis.  Si  consideramos  la 
cantidad  de  procesos  inflamatorios  extra- 
gástricos, tales  como  la  tuberculosis,  las 
colecistitis,  amigdalitis,  apendicitis,  anexi- 
tis,  etc.,  en  los  que  pueden  liberarse  ami- 
nas biógenas  que  actúan  sobre  la  mucosa 
gástrica  provocando  hiperhemia,  trasuda- 
ción o incluso  histolisis,  está  plenamente 
justificado  tener  en  gran  consideración 
este  mecanismo  como  un  factor  desenca- 
denante de  los  procesos  gastríticos  y ul- 
cerosos, en  el  hombre. 

Igualmente,  hemos  de  tener  en  cuenta 
en  la  etiología  de  las  gastritis,  la  acción  de 
ciertos  fármacos  o alimentos  que  por  vía 
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exógena  actúan  como  agentes  quimio-tó- 
xicos  de  la  mucosa  gástrica,  tales  como  el 
alcohol,  los  condimentos,  la  aspirina,  los 
alcalinos,  etc. 

Pero  es  indudable  que,  en  los  últimos 
años,  se  nota  en  la  literatura  médica  me- 
nos interés  por  la  patogenia  de  irritación 
mecánica.  Concretándonos  a la  mastica- 
ción deficiente,  podemos  decir  que  en  los 
mejores  y más  modernos  libros  de  patolo- 
gía digestiva  apenas  se  conceden  unos 
renglones  al  estudio  de  este  factor  gastrí- 
tico. 

De  acuerdo  con  los  resultados  que  aca- 
bamos de  exponer,  esta  hipovaloración  del 
factor  masticación  es  injusta. 

Konjetzny  y Puhl15  hicieron  un  estu- 
dio histopatológico  del  estómago  de  ter- 
neras sacrificadas  cierto  tiempo  después 
del  destete.  Se  había  observado  que, 
cuando  se  sustituye  el  alimento  lácteo  por 
el  alimento  duro  que  es  corriente  en  esos 
animales,  cierto  tiempo  después,  muchos 
de  ellos  presentaban  un  cuadro  que,  clíni- 
camente, se  caracterizaba  por  adelgaza- 
miento, pérdida  de  apetito,  vómitos  y,  a 
veces,  diarrea ; ocasionalmente  sobreve- 
nían hematemesis  y,  más  rara  vez,  perito- 
nitis por  perforación  gástrica.  En  el  es- 
tudio macroscópico,  la  región  gástrica 
más  afectada  era  la  región  prepilórica,  que 
con  frecuencia  presentaba  múltiples  ero- 
siones de  la  mucosa,  de  diferente  forma. 
Al  microscopio,  constataron  estos  investi- 
gadores intensa  degeneración  mucoide  del 
epitelio  superficial,  infiltración  leucoci- 
taria,  hemorragias,  desprendimiento  del 
epitelio  y erosiones  con  pérdida  de  subs- 
tancia hasta  la  profundidad  de  la  mucosa. 
Se  comprobó  que  tales  lesiones  tenían  un 
origen  mecánico,  probablemente  debido  a 
la  ineptitud  de  las  terneras  para  masticar 
el  alimento  grosero,  porque  las  manifesta- 
ciones cedían  y llegaban  a curar  cuando  se 
les  restituía  la  alimentación  láctea,  y rea- 


parecían de  nuevo  al  volver  a la  alimenta- 
ción dura.  Probablemente  tal  factor  to- 
ma parte,  y no  pequeña,  en  el  cuadro  de 
inapetencia  e irritabilidad  gástrica  que  con 
frecuencia  presentan  los  niños  en  los  pri- 
meros tiempos  de  alimentación  sólida. 

Si  bien  es  cierto  que  en  nuestra  esta- 
dística se  han  dejado  al  margen  los  casos 
de  gastritis  en  que  esta  enfermedad  pa- 
recía secundaria  a otra  enfermedad  prin- 
cipal (y  ello  ha  excluido  de  nuestra  consi- 
deración la  mayoría  de  las  gastritis  origi- 
nada por  vía  hematógena),  esta  exclusión 
comprende  también  los  desdentados  que 
padecían  otra  enfermedad  principal. 

Una  gran  mayoría  de  nuestro  299  ca- 
sos que  hemos  seleccionado  como  “gastri- 
tis primitivas”,  contaban  entre  sus  ante- 
cedentes, el  haber  bebido  alcohol  en  dosis 
excesivas,  o el  haber  padecido  en  alguna 
ocasión  anterior  una  parasitosis  intestinal 
y entran  en  ella,  los  bebedores  de  café  y 
otras  bebidas  cafeínicas.  La  proporción 
de  estos  antecedentes  que  pudieron  influir 
directamente  en  la  génesis  de  la  gastritis 
es,  aproximadamente,  la  misma  en  los  dos 
grupos  que  hemos  estudiado:  “desdenta- 
dos” y “con  dentadura  eficiente”. 

Resulta,  por  tanto,  muy  digna  de  con- 
sideración la  gran  diferencia  que  existe 
entre  la  incidencia  de  gastritis  en  los  des- 
dentados y en  las  personas  con  dentaduras 
eficientes.  El  48.8  por  ciento  de  todas  las 
personas  desdentadas  que  han  pasado  por 
una  consulta  de  gastroenterología  padece 
de  gastritis  crónica  como  enfermedad  prin- 
cipal, mientras  que  solamente  6.1  por  cien- 
to de  los  restantes  enfermos,  con  dentadu- 
ra más  o menos  eficiente,  padece  de  gas- 
tritis crónica  como  enfermedad  principal. 

Merced  al  admirable  estudio  de  fisio- 
patología  gástrica  de  Wolff  y Wolff16  nos, 
podemos  explicar  bien  el  mecanismo  pato- 
génico de  las  lesiones  gastríticas  en  nues- 
tros casos  de  desdentados.  Se  suponía 
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que  el  aumento  de  trabajo  que  proporcio- 
na al  estómago  la  llegada  de  un  bolo 
alimenticio  grosero,  por  haber  sido  insufi- 
cientemente preparado  en  la  boca,  pro- 
vocaba perturbaciones  circulatorias  de  la 
mucosa  gástrica  y aumento  de  la  secre- 
ción, circunstancias,  ambas,  que  hacen  a 
la  mucosa  gástrica  más  vulnerable  a la 
lesión  por  los  trozos  groseros  de  alimen- 
tos. Efectivamente,  en  el  estómago  estu- 
diado por  Wolff  y Wolff,  al  mismo  tiem- 
po que  se  producía  hipermotilidad  e hi- 
persecreción,  la  mucosa  gástrica  adquiría 
una  coloración  intensamente  roja  y los 
pliegues  se  ingurgitaban  y se  ponían  túr- 
gidos. En  estas  condiciones  no  son  muy 
dolorosas  las  contracciones  ni  muy  vigo- 
rosas, insuficientes,  por  tanto,  para  cau- 
sar dolor  al  estómago  normal ; pero  lo  más 
importante  para  nosotros  estriba  en  que 
la  mucosa  es  entonces  vulnerable  para 
traumas  tan  ligeros  como  el  frotarla  con 
una  varilla  de  vidrio  o con  una  gasa  seca, 
maniobras  que  van  seguidas  de  la  apari- 
ción de  una  erosión  o puntos  sangrantes. 

No  hay  diferencias  entre  ambos  gru- 
pos de  enfermos  dignas  de  ser  considera- 
das, respecto  a la  proporción  de  los  tipos 
de  gastritis  clasificadas  de  acuerdo  con 
la  respuesta  funcional  del  estómago. 

Respecto  a la  localización  más  frecuen- 
te de  las  lesiones,  el  grupo  de  lesiones  más 
definidas,  predominantemente  regionales, 
lo  constituyen  23  desdentados  con  antri- 
tis; es  decir,  el  28  por  ciento  de  las  gas- 
tritis de  nuestros  desdentados. 

Precisamente  en  aquellos  de  nuestros 
casos  más  graves,  las  mayores  lesiones 
tenían  por  asiento  la  región  del  an- 
tro en  donde  la  abundancia  y profundidad 
de  pliegues  hace  posible  el  estancamiento 
de  rico  jugo  gástrico  en  los  canales  que  de- 
jan entre  sí  estos  pliegues,  y donde  por  la 
violencia  de  las  contracciones,  las  probabi- 
lidades de  lesión  de  la  mucosa  con  los  resi- 


duos groseros  son  mayores.  Estas  gastri- 
tis fueron  muy  gráficamente  designadas 
por  Orator  con  el  nombre  de  “gastritis  mo- 
tora”. 

En  es.te  28  por  ciento  de  nuestros  casos 
de  gastritis  de  desdentados,  en  que  los  pro- 
cesos inflamatorios  del  estómago  tenían 
por  localización  predominante  el  antro  pi- 
lórico,  están  incluidos  los  que  mayor  pre- 
ocupación causan  y más  grandes  dificul- 
tades de  diagnóstico  presentan. 

Por  ocurrir  la  pérdida  total  de  los  dien- 
tes hacia  la  quinta  y la  sexta  década  de  la 
vida,  precisamente  en  la  época  en  que  el 
hombre  es  más  cancerificable,  y porque 
aproximadamente  el  50  por  ciento  de  los 
casos  presentan  hipoquilia  o aquilia,  y por- 
que el  estudio  radiológico  muchas  de  las 
veces  aporta  signos  dudosos,  no  es  posible 
desechar  por  completo  la  sospecha  de  cán- 
cer. 

En  17  casos  hemos  tenido  el  mismo  con- 
flicto diagnóstico  que  proporcionaron  los 
72  casos  de  antritis  que  estudió  Bruhl17  y 
los  9 casos,  también  de  antritis,  que  des- 
criben Pollard  y Cooper18.  En  estos  casos 
nuestros  se  resolvió  el  diagnóstico  por  el 
método  de  observaciones  reiteradas  gas- 
troscópicas  y radiológicas,  como  preconiza 
Schindler19. 

El  grabado  7,  que  corresponde  a una  ra- 
diografía tomada  en  un  enfermo  atropini- 
zado,  muestra  una  antritis  estenosante  cu- 
ya mucosa  presentaba  los  caracteres  gas- 
troscopios de  atrofia.  Los  enfermos  a 
quienes  corresponden  las  radiografías  de 
los  grabados.  8 y 9 tenían,  gastroscópica- 
mente,  lesiones  de  antritis  hipertrófica, 
con  pliegues  gruesos,  tuberosos  y rígidos. 

Resumen  y Conclusiones 

De  un  total  de  3,684  casos  de  enfermos* 
que  han  pasado  por  una  consulta  de  apa- 
rato digestivo,  había  168  con  defectos  gra- 
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ves  de  dentadura  que  los  incapacitaba  pa- 
ra masticar,  y en  este  grupo  la  inciden- 
cia de  gastritis,  como  enfermedad  princi- 
pal o única,  alcanzaba  el  48.8  por  ciento; 
por  contraste,  en  los  3,516  pacientes,  res- 
tantes, con  masticación  más  o menos  efi- 
ciente, la  incidencia  de  gastritis  alcanza 
únicamente  el  6.1  por  ciento. 


Creemos  que  el  papel  que  desempeña 
la  irritación  mecánica  del  estómago  ocasio- 
nada por  una  masticación  deficiente,  en  la 
génesis  de  las  gastritis,  es  de  más  impor- 
tancia que  la  que  pudiera  deducirse  de  la 
atención  que  presta  la  literatura  médica 
moderna  a esta  patogenia. 
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ENFISEMA  ESPONTANEO  DEL  MEDIASTINO 

(COMUNICACION  DE  2 CASOS) 
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El  enfisema  intersticial  como  consecuen- 
cia del  trauma  torácico,  o como  complica- 
ción del  asma  y de  la  tuberculosis,  o aso- 
ciado en  ocasiones  a la  elevación  de  la  pre- 
sión intrabronquial  en  el  momento  de  par- 
to, ha  sido  reconocido  desde  hace  mucho 
tiempo  y,  recientemente,  discutido  por 
Adcock.1 

En  las  postrimerías  de  la  primera  gue- 
rra mundial,  en  1918,  Rees  y s.us  asocia- 
dos2 describieron  un  ruido  o sonido  pecu- 
liar de  intensidad  variable,  que  podía  a 
veces  percibirse  a varios  pies  de  distan- 
cia del  paciente,  en  soldados  con  heridas 
profundas  del  hemitórax  izquierdo. 

En  el  mismo  año,  Munden,3  otro  ob- 
servador inglés,  comentó  haber  observado 
casos  similares  entre  la  población  civil. 

Smith/  en  el  British  Medical  Journal, 
poco  tiempo  después  de  los  trabajos  de 
Rees  y de  Munde,  sostuvo  la  tesis  de  que 
dichos  ruidos,  eran  producidos  por  la  fric- 
ción del  corazón  contra  las  ampollas  enfi- 
sematosas  del  hemitórax  izquierdo. 

En  el  1934,  Hamman,3  en  Annals  of 
Internal  Medicine,  describió  por  vez  pri- 
mera, el  ruido  que  los  observadores  ingle- 
ses habían  descrito,  en  relación  con  las 
heridas,  del  tórax,  pero  esta  vez  el  ruido 
aparecía  en  personas  sin  antecedentes  de 
trauma,  pero  asociado  a la  presencia  de 
aire  libre  en  el  mediastino. 

Estas  observaciones  de  Hamman  fue- 
ron verificadas  durante  un  interesante  es- 
tudio que  hiciera  en  relación  con  el  diag- 
nóstico de  las.  oclusiones  coronarias;  pero 


más  tarde,  en  el  1939,®  logró  acuñar  para 
este  raro  e interesante  síndrome,  el  nom- 
bre de  “enfisema  espontáneo  del  mediasti- 
no”. 

A los  14  casos  comunicados  en  la  lite- 
ratura médica  mundial,  siete  de  los  cuales 
lo  fueron  por  Hamman,  vamos  a adicionar 
otros  dos,  observados  por  nosotros  en  el 
transcurso  de  los  últimos  cinco  años.. 

CASUISTICA 

No.  1:  Continental,  electricista,  25 
años  de  edad,  fué  admitido  al  hospital  en 
junio  15  de  1940,  quejándose  de  dolor  sub- 
esternal acompañado  de  diarreas.  Este  do- 
lor le  había  comenzado  tres  días  antes  de 
una  manera  súbita,  y con  tendencia  a ex- 
tenderse hacia  el  hombro  y brazo  izquier- 
do. 

Poco  tiempo  después  de  iniciarse  el  do- 
lor fué  sorprendido  por  un  ruido  peculiar 
y raro,  que  se  percibía  en  conjunción  con 
los  latidos  cardíacos,  y que  se  asemejaba 
al  que  se  produce  cuando  se  estruja  una 
hoja  de  papel  grueso  o pergamino. 

El  paciente  y sus  familiares  informa- 
ron que  el  dolor  se  acrecentaba  y el  ruido 
era  de  más  intensidad,  cuando,  por  una  u 
otra  razón,  se  veía  precisado  a descansar 
sobre  el  costado  izquierdo. 

Ya  en  el  tercer  día  de  su  enfermedad 
y primero  de  hospitalización,  sólo  sentía 
una  fuerte  sensación  de  opresión  en  la  re- 
gión precordial,  y el  ruido,  que  era  de  to- 
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nos  apagados,  sólo  se  percibía  cuando  es- 
taba acostado  sobre  el  lado  izquierdo. 

El  examen  físico  reveló  la  existencia  de 
murmullos  respiratorios,  distantes,  en  el 
hemitórax  izquierdo.  El  corazón  era  nor- 
ma.1. Los  exámenes  de  laboratorio,  Was- 
sermann  incluido,  no  revelaron  anormali- 
dad alguna.  El  roentgenograma  del  tórax 
demostró  la  presencia  de  un  pequeño  neu- 
motorax marginal  del  vértice  izquierdo.  Al 
sexto  día  de  enfermedad,  el  paciente  fué 
dado  de  alta. 

En  diciembre  25  del  mismo  año,  seis 
meses  después,  sobreviene  una  nueva  cri- 
sis, idéntica  a la  anterior,  que  obligó  a 
nuestro  enfermo  a recluirse  en  su  hogar 
durante  un  período  de  seis  semanas.  El 
dolor  y el  ruido,  en  sincronización  con  los 
latidos  cardíacos.,  estuvieron  presentes  de 
una  manera  irregular  e intermitente,  du- 
rante los  primeros  siete  días. 

El  examen  fluoroscópico  y el  electro- 
cardiograma, practicados  durante  la  quin- 
ta semana,  no  revelaron  anormalidad  al- 
guna, y una  semana  después  el  paciente 
retornó  a sus  labores  ordinarias. 

No.  2:  Puertorriqueño,  agricultor,  de 

18  años  de  edad,  ingresó  en  el  hospital  el 
20  de  octubre  de  1941,  con  un  diagnóstico 
probable  de  lesión  de  las  coronarias. 

El  paciente  informó  que  se  había  sen- 
tido perfectamente  bien  hasta  la  noche  del 

19  de  octubre  cuando  sintió  perfectamente 
un  dolor  lancinante  sobre  el  lado  izquierdo 
del  tórax,  con  radiación  hacia  el  hombro 
y brazo  del  mismo  lado.  Minutos  después 
comenzó  a percibir  un  ruido  extraño,  que 
confundió  al  principio  con  violentos  latidos 
del  corazón,  pero  que  reconoció  más  tarde 
“como  un  gorgoteo”  al  mismo  tiempo  que 
el  latido  cardíaco. 

Dijo  un  familiar  del  enfermo  que  el  do- 
lor y el  rúido  se  intensificaban  siempre  que 
el  paciente  se  acostaba  sobre  el  lado  iz- 
quierdo, y describía  este  último  como  se- 


mejante “al  chasquido  que  produce  la  ma- 
dera seca  al  desgajarse.”  El  22  del  mismo 
mes  ya  el  dolor  había  casi  desaparecido, 
pero  el  chasquido  volvía  a oirse  de  nuevo 
al  recostarse  el  enfermo  sobre  el  costado 
izquierdo. 

El  examen  físico  reveló  una  ligera  hi- 
pertrofia simétrica  de  la  glándula  tiroides 
y un  corazón  normal.  El  campo  pulmonar 
izquierdo  evidenció  murmullos  respirato- 
rios distantes,  pero  ausentes  en  el  vértice. 

El  roentgenograma  demostró  la  exis- 
tencia de  un  pequeño  neumotorax  marginal 
del  vértice  izquierdo,  con  áreas  de  enfise- 
ma en  los  tejidos  blandos  del  cuello. 

Una  semana  más  tarde,  el  28  de  octu- 
bre, el  pulmón  se  había  reexpandido  com- 
pletamente, el  chasquido  había  desapare- 
cido y el  paciente  pudo  reanudar  s.us  la- 
bores agrícolas. 


FIGURA  1 

Caso  No.  2 — Neumotorax  marginal  del 
vértice  izquierdo,  con  áreas  de  enfise- 
ma en  tos  tejidos  blandos  del  cuello. 

COMENTARIOS 

Los  datos  más  importantes  de  estas 
breves  historias  clínicas,  presentan  con  pe- 


50 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


queñas  discrepancias.,  una  semejanza  ex- 
traordinaria con  los  de  las  historias  clí- 
nicas de  los  catorce  casos  conocidos  en  la 
literatura  médica. 

El  enfisema  espontáneo  del  mediastino 
tiene  predilección  por  los  individuos  jóve- 
nes y aparentemente  saludables,  mientras 
que  las  lesiones  de  las  coronarias  predomi- 
nan, por  lo  regular,  en  la  edad  avanzada. 
Esto  no  ha  sido  óbice,  para  que  en  un  por- 
ciento notable  del  número  total  de  casos, 
el  diagnóstico  preliminar  fuese  de  oclusión 
de  las  coronarias.  No  puede  negarse  que, 
en  ambas  enfermedades,  la  teatralidad  de 
las  crisis  presenta  extraordinario  parecido. 

En  once  de  los  catorce  casos  comunica- 
dos hasta  la  fecha,  la  enfermedad  se  ma- 
nifestó en  varones.  Solamente  se  conocen 
tres  casos  en  mujeres,  uno  de  ellos  acae- 
cido durante  el  parto.  Cuatro  de  los  casos 
conocidos  se  dieron  en  miembros  de  la  pro- 
fesión médica,  y esto  nos  llama  poderosa- 
mente la  atención,  porque  desacredita  la  ra- 
reza del  síndrome.  No  hay  explicación  ra- 
zonable, ni  razón  aparente,  para  que  el 
médico  sea  más  susceptible  que  los  miem- 
bros de  otras  profesiones  u oficios,  como 
aparece  resaltar  de  esta  pequeña  serie  de 
casos..  Es  lógico,  pues,  admitir  que  la  en- 
fermedad es  mucho  más  frecuente  que  lo 
que  los  escasos  informes  parecen  indicar. 

Según  todas,  o casi  todas,  las  historias 
clínicas,  res.ulta  por  demás  característico 
que  la  crisis  sobrevenga  siempre  durante 
períodos  de  relativo  descanso  o,  por  lo  me- 
nos, en  ausencia  de  violencia  física.  En 
uno  de  los  casos  comunicados,  sin  embar- 
go, la  crisis  estalla  durante  esfuerzos  físi- 
cos rudos  y violentos,  mientras  que  en  otro 
ocurrió  durante  los  dolores,  del  parto. 

El  síntoma  primordial,  muy  a pesar 
de  las  variaciones  individuales  de  cada  ca- 
so, ha  sido  el  ruido  o sonido  peculiar  que, 
sistólico  o diastólico,  se  describe  como 
“gorgoteo”,  “trituración”,  “chasquido”  o 


“estrujamiento  de  papel  grueso  o pergami- 
no”. Tiene  la  característica,  en  seme- 
janza con  el  dolor,  de  aumentar  su  inten- 
sidad cuando  el  paciente  se  echa  sobre  el 
lado  izquierdo. 

No  se  ha  comunicado  un  solo  caso  don- 
de el  ruido  no  haya  atraído  inmediatamen- 
te la  atención  del  enfermo,  y en  más.  de 
una  ocasión  los.  familiares  informaron  que 
podía  percibirse  desde  todos  los  ángulos  de 
la  habitación. 

El  dolor,  que  ha  sido  descrito  como  lan- 
cinante, agudo,  triturador  y perforante, 
también  ha  merecido  cuidadosa  atención. 
Mackling7  relata  un  solo  caso,  donde  se 
confirmaron  plenamente  los  signos  corro- 
borativos con  ausencia  de  dolor. 

El  enfisema  subcutáneo  de  los.  tejidos 
blandos  es  uno  de  los  signos  corroborati- 
vos más  inconstantes.  En  uno  solo  de 
nuestros  casos,  fué  comprobado  definitiva- 
mente. Los  autores  ingleses  y norteameri- 
canos lo  describen  en  tres  de  los  catorce 
casos  conocidos. 

El  neumotórax  marginal  del  hemitórax 
izquierdo,  descrito  por  Griffin,8  por  Wolf9 
y por  Caldwell,10  es.  aunque  inconstante,  el 
más  caprichoso  de  los  signos  patognomó- 
nicos.  En  la  serie  a que  hemos  hecho  re- 
petidas referencias,  fué  visualizado  en  la 
pantalla  de  rayos  X solamente  en  seis  de 
los,  casos,  mientras  que  en  nuestras  dos  ob- 
servaciones fué  plenamente  confirmado. 
McQuire  y Bear11  afirmaron  que  la  presen- 
cia o ausencia  del  neumotórax  no  guarda 
relación  alguna  con  la  existencia  o no  del 
ruido. 

Hamman1-  explica  el  síntoma  dolor,  co- 
mo producido  por  la  distensión  forzada  de 
los  tejidos  del  mediastino,  por  el  aire  que 
se  escapa  del  alvéolo  pulmonar  roto  y lle- 
ga allí  a través  de  las.  membranas  perivas- 
culares.  Parecida  explicación  dan  Morey  y 
Sosman13  en  su  teoría  sobre  el  mecanismo 
del  neumotórax  marginal  de  este  síndro- 
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me.  Según  estos  autores,  el  aire  proceden- 
te del  alvéolo  pulmonar  roto,  logra  disecar 
los  tejidos,  circundantes  y abrirse  camino 
hacia  la  pleura  visceral  donde  forma  una 
ampolla  enfisematosa  que  al  romperse  se 
convierte  en  un  área  marginal  de  neumo- 
torax. 

El  mecanismo  del  ruido  fué  explicado 
por  Smith,  según  advertimos  al  comien- 
zo de  nuestro  trabajo,  como  producido  por 
la  fricción  del  corazón  contra  las  ampollas 
enfisematosas, 

RESUMEN  Y CONCLUSION 

Presentamos  dos  observaciones  perso- 
nales sobre  el  enfisema  espontáneo  del  me- 


diastino, conjuntamente  con  la  revisión  de 
su  literatura,  desde  el  1918  hasta  el  pre- 
sente. 

Se  trata  de  una  enfermedad  singular- 
mente leve,  extraordinariamente  aparato- 
sa y de  poca  duración  que  nunca  excede  a 
la  persistencia  del  ruido  o del  sonido  pul- 
monar. Desaparecido  éste,  que  nunca  pa- 
sa de  los  primeros  siete  días,  el  episodio 
puede  considerarse  como  terminado. 

Cuando  por  razones  obvias  no  se  esta- 
blece definitivamente  el  diagnóstico,  casi 
siempre  se  condena  el  enfermo  a largos 
meses  de  inacción  y de  angustias  ante  el 
fantasma  de  posibles  o imprecisas  claudi- 
caciones de  las  coronarias. 
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SUBPHRENIC  ABSCESS 

REPORT  OF  CASES 

SALVADOR  C.  BUSQUETS  JR.,  M.D.* 

Santurce,  Puerto  Rico 


Probably  one  of  the  most  difficult 
phases  of  diagnosis  in  the  practice  of  sur- 
gery is  diagnosis  of  the  acute  abdomen. 
The  surgeon  is.  so  often  confronted  with 
several  diseases  which  have  so  many  simi- 
lar symptoms  that  unless  a painstaking 
history  and  a complete  physical  examina- 
tion is  made,  we  are  going  to  find  again 
and  again  that  the  diagnosis  was  not  made 
because  of  failure  on  our  part  to  ask  about 
this  or  that  in  the  history,  to  insert  the 
finger  in  the  rectum,  to  do  a pelvic  exami- 
nation, to  listen  carefully  to  the  chest,  etc. 
As  if  we  did  not  have  enough  troubles  with 
the  acute  abdomen,  nature  has  also  given 
us  many  other  conditions  that,  although 
not  being  classified  under  that  heading, 
are  jus.t  as  difficult  to  diagnose.  Subphre- 
nic  abcess  is  one  of  them. 

Definition : 

Subphrenic  abscess  is  a localized  puru- 
lent collection  between  the  diaphragm 
above  and  the  transverse  mesocolon  below. 
Barnard’s  aphorism  “signs  of  pus  some- 
where, s.igns  of  pus  nowhere  else,  signs  of 
pus  there”  is  one  of  the  best  descriptions 
of  the  condition. 

Etiology : 

Althou  the  number  of  cases  diagnosed 
does  not  show  the  “actual”  number  of 
cases,  we  can  safely  say  that  subphrenic 

* Former  Chief  of  the  Department  of  Surgery  of 
Fajardo  District  Hospital  from  Oct.  1943  to  Oct. 
1945.  At  present  visiting  Surgeon  of  Fajardo 
District  Hospital. 


abscess  is  of  itself  a rare  condition.  It  may 
develop  as  a complication  of  almost  any 
infection  within  the  peritoneal  cavity,  but 
the  majority  of  them  are  secondary  either 
to  a perforated  appendix  or  perforated  pep- 
tic ulcer. 

Ruptured  gastric  or  duodenal  ulcer  or 


gastric  carcinoma 33% 

Appendicitis  16% 

Hepatic  or  biliary  disease 16% 


Other  possible  etiologic  factors  are : Par- 
turition, pyemia,  infarction  of  spleen, 
empyema,  pneumonia,  pulmonary  ab- 
scess, Pott’s  disease,  cholangitis, 
cholecystitis,  septic  arthritis,  abscess 
of  the  prostate,  hydatid  cyst  or 
crushing  or  open  wounds. 

It  is  more  common  in  males:  four  to 
one  (our  five  cas.es  have  been  males). 
There  is  no  definite  age  for  the  abscess  to 
occur,  but  it  is  more  common  between  the 
ages  of  twenty  and  thirty.  Although  it 
might  seem  a paradox  it  is  the  truth, 
that  the  better  the  diagnostitians  in  a 
certain  area,  the  less  the  number  of  sub- 
phrenic abscesses  will  be.  This  will  be 
readily  understood  when  we  remember 
that  it  develops  as  a complication  of  such 
diseases  as  mentioned  above.  The  earlier 
the  diagnosis  of  those  diseases  is  made, 
the  sooner  their  adequate  treatment  will 
be  instituted  and,  consequently,  the  fewer 
the  complications  will  be,  subphrenic  abs- 
cess included. 

One  factor  to  account  for  the  formation 
of  a good  number  of  cases  is  the  apathy  of 
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the  public  (specially  the  poor  and  the  illi- 
terates) to  see  the  doctor  early.  Anyone 
with  several  years  of  practice  will  agree  to 
this,  and  especially  any  surgeon  who  has 
worked  in  a charity  hospital,  as  he  cannot 
help  being  impressed  by  the  large  number 
of  patients  that  come  to  him  “too  early  for 
a late  operation  and  too  late  for  an  early 
operation”.  It  is  precisely  from  this  type 
of  cases  that  subphrenic  absces.s  takes  its 
greatest  toll. 

Pathology: 

These  abscesses  are  usually  due  to 
Escherichia  coli  or  staphylococci  spreading 
along  or  beneath  the  peritoneum. 

Signs  and  Symptoms: 

The  existence  of  a subphrenic  abscess 
should  be  suspected  when  the  fever  pro- 
duced by  the  initial  lesion  which  may  have 
subsided  somewhat,  becomes  more  elevated 
and  irregular.  There  usually  follows  a la- 
tent period  which  may  last  from  seven  to 
ten  days  after  the  symptoms  of  the  casual 
disease  have  disappeared.  Systemic  symp- 
toms such  as  anorexia,  weakness,  sweat- 
ing, malaise,  nausea  and  occasionally  vo- 
miting may  be  present.  Pain  is  usually 
slight  and  is  rarely  of  any  aid  in  the  loca- 
lization of  the  abscess.  However,  palpa- 
tion may  reveal  slight  tenderness  over  the 
twelfth  rib  posteriorly  or  along  the  costal 
margin  anteriorly,  depending  on  the  loca- 
tion of  the  abscess.  It  may,  therefore,  be 
of  some  aid  in  determining  its  location ; 
otherwise,  abdominal  examination  is  usual- 
ly negative. 

The  leukocyte  count  is.  usually  marked- 
ly elevated.  When  a sub-diaphragmatic 
abscess  is  suspected,  the  limits  of  hepatic 
dullness  should  be  observed  closely,  by  per- 
cussion from  day  to  day.  If  for  example 


the  upper  margin  of  dullness  approaches 
the  nipple  line,  it  is  advisable  to  establish 
by  roentgenologic  means  whether  or  not 
the  leaf  of  the  diaphragm  is  abnormally 
elevated.  This  observation  is  important 
since  a subdiaphragmatic  abscess  rarely 
occurs  without  an  elevation  of  the  dia- 
phragm. However,  elevation  of  the  dia- 
phragm is  by  no  means  pathognomonic  of 
subphrenic  abscess,  since  it  may  be  ele- 
vated by  numerous  lesions  in  the  absence 
of  pus.  Absence  of  respiratory  excursions 
of  the  diaphragm  as  they  appear  in  the 
fluoroscope  is  an  additional  manifestation 
of  diagnostic  value.  A positive  diagnosis 
can  be  made  by  X-Ray  film  by  means  of 
a fluid  level  and  gas  bubble.  However,  this 
situation  will  not  be  found  in  more  than 
15  to  20%  of  the  cas.es.  It  was  present  in 
two  of  ours.  Pleuresy  with  a small  amount 
of  a sterile  effusion,  is  common  and  was 
present  in  three  of  our  cases.  It  may  be  of 
diagnostic  aid,  but  we  should  also  be  care- 
ful in  not  making  a diagnosis  of  right 
lower  lobe  pneumonia  as  is  occasionally 
the  case. 

To  summarize,  with  a fully  formed  abs- 
cess there  is:  (1)  an  area  of  dullness  with 
occasionally  a movable  gas  bubble  (from 
bacteria  or  perforation),  abdominal  mass 
and  rigidity:  (2)  a remittent  temperature, 
reaching  102*?  to  104?  F.  in  the  evening: 
(3)  sweats  (rigors  and  chills  are  rare  and 
indicate  ominous  complication)  ; (4)  sal- 
low, muddy  complexion;  (5)  leukocytosis 
averages  17,000,  but  may  be  absent;  (6) 
loss  of  weight,  averages  30  pounds;  (7) 
thoracic  symptoms,  cough,  pleural  friction 
followed  by  evidence  of  effusion  of  serum 
or  later  pus;  (8)  the  heart  is  raised,  but 
not  displayed  laterally;  (9) diaphragm  is 
elevated,  immobile  and  abnormally  convex 
above;  (10)  unilateral  enlargement  of  the 
thorax  and  widening  of  the  costal  angle; 
(11)  the  liver  is  usually  fixed  and  does  not 
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move  with  respiration.  Roentgenogram 
shows  greater  depth  of  liver  shadow,  a 
raised  convex  diaphragm,  and  in  fifteen 
per  cent  a gas  bubble  shifting  on  move- 
ment. 

A complication  of  subphrenic  abscess 
is  the  rupture  of  the  abscess  into  the  pleu- 
ral or  free  peritoneal  cavity.  It  is  usually 
a serious  complication  and  indicative  of 
neglect  on  the  doctor’s  part.  The  mortality 
rate  varies  considerably  between  10  and 
30%,  depending  upon  such  factors  as  re- 
sistance of  the  patient,  type  of  therapy, 
complications  and  so  forth. 

The  different  locations  of  a subphrenic 
abscess  as  well  as  the  surgical  approach 
to  it,  cannot  be  understood  unless,  we  have 
a good  idea  of  the  anatomy  of  the  area. 

As  described  in  Callander’s  “Surgical 
Anatomy”,  the  subdiaphragmatic  (sub- 
phrenic) space  is  closed  or  hooded  above 
by  the  diaphragm,  and  is  partially  barred 
from  the  rest  of  the  abdominal  cavity,  and 
below  by  the  transverse  mesocolon  and 
transverse  colon.  (In  the  presence  of  in- 
fection, these  structures  and  the  great 
omentum  adhere  firmly  to  the  anterior  ab- 
dominal wall,  and  limit  the  downward  ex- 
tension of  inflammatory  products.)  On 
the  right,  the  large  right  lobe  of  the  liver 
is  interposed  between  these  two  natural 
boundaries.  The  falciform  ligament,  sagit- 
taly  placed,  divides  the  area  into  right  and 
left  segments.  On  the  left  side  are  the 
small  left  lobe  of  the  liver  above  and  the 
frontally  disposed  gastrohepatic  (lesser) 
omentum  and  stomach  below.  Since  the 
liver  occupies  mos.t  of  this  space  it  is  bet- 
ter, when  discussing  subphrenic  abscess, 
to  refer  to  the  liver  and  its  peritoneal  con- 
nections rather  than  to  the  diaphragm. 

The  abdominal  surface  of  the  liver  is 
covered  everywhere  by  peritoneum,  except 
over  that  portion  which  lies  in  direct  con- 
tact with  the  diaphragm.  It  is  important 


to  visualize  this  “bare  area”,  bare  of  peri- 
toneum, lying  almost  directly  posteriorly 
placed  against  the  posterior  part  of  the 
diaphragm.  The  superior  and  inferior  re- 
flections of  peritoneum  from  the  liver  to 
the  diaphragm  which  outline  the  bare  area, 
are  continued  laterally  as  the  triangular 
ligaments  of  the  liver.  The  bulk  of  the 
liver  is  located  superior  to  this  composite 
line  of  peritoneal  reflections..  At  this  line, 
the  superior  or  convex  surface  of  the  right 
and  left  liver  lobes  practically  begins.  The 
concave  surface  of  the  liver  lies  inferior 
to  this  line  of  reflection.  Intraperitoneal 
subdiaphragmatic  collections  of  fluid,  lie 
superior  to  this  posteriorly  placed  perito- 
neal reflection  or  inferior  to  it. 

Alton  Ochsner  has  given  the  following 
varieties : 

A.  Suprahepatic 

1.  Right  posterior  superior  33% 

2.  Right  anterior  superior 

3.  Extraperitoneal  25% 

4.  Left  superior  or  anterior 

B.  Infrahepatic 

1.  Left  anterior  inferior  12% 

2.  Left  posterior  inferior  4% 

So,  on  the  right  side,  a suprahepatic 
collection  of  fluid  may  be  located  posterior- 
ly near  the  peritoneal  reflection,  or  it  may 
form  more  anteriorly  near  the  costal  mar- 
gin. These  areas  are  considered  as  the 
anterior  and  posterior  divisions  of  the 
suprahepatic  space.  (See  Fig.  I)  An  ab- 
scess occasionally  overlies  all  the  supra- 
hepatic space.  A right  subhepatic  abscess 
may  occupy  all  the  area  between  the  con- 
cave surface  of  the  right  lobe  of  the  liver 
and  the  barrier  formed  by  the  kidney  and 
the  transverse  colon  and  mesocolon.  It 
may  be  limited  to  the  posterior  division  of 
the  subhepatic  space.  Then  lies  between 
the  inferior  peritoneal  reflection  and  the 
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upper  pole  of  the  right  kidney.  By  far  the 
majority  of  subdiaphragmatic  abscesses 
are  subhepatic  and  lie  in  this  posteriorly 
located  space.  The  reason  for  the  fre- 
quency of  abscess  formation  here  is  that 
the  exudate  from  suppurative  appendicitis 
naturally  gravitates  upward  along  the  pa- 
racolic gutter,  impinges  against  the  right 
triangular  lateral  ligament  of  the  liver, 
and  is  guided  to  a posteriorly  placed  s.ub- 
hepatic  position.  Residual  infection  from  a 
ruptured  gallbladder  or  duodenal  ulcer 
more  readily  gravitates  into  the  more  an- 
terior area  of  the  subhepatic  space. 

On  the  left  of  the  falciform  ligament 
lies  the  small  left  lobe  of  the  liver.  The 
left  triangular  ligament  along  the  posteri- 
or margin  of  the  lobe  hinges  the  two  areas. 
An  abscess  located  superior  to  this  line 
of  peritoneal  reflection  is  in  the  left  supra- 
hepatic  space  anterior.  (See  Fig.  I)  There 
is  no  posterior  division  of  this  space.  Be- 
cause of  the  small  size  of  the  left  lobe  of 
the  liver,  an  abscess  here  is  rare  and,  of 
necessity,  small.  The  cause  is  usually  a 
perforated  ulcer  of  the  stomach. 

The  left  subhepatic  area  is  divided  by 


the  gastrohepatic  omentum  and  the  stom- 
ach into  an  anterior  and  a posterior 
division.  (See  Fig.  1)  The  left  an- 
terior subhepatic  space  is  usually  in- 
volved from  perforation  of  the  stom- 
ach anteriorly  or  infection  from  the  liver 
or  gallbladder.  (12%).  The  left  posterior 
subhepatic  space,  which  actually  is  the  les- 
ser peritoneal  cavity,  is  affected  from  per- 
forations of  the  posterior  wall  of  the  stom- 
ach due  to  cancer  or  ulcer,  or  infections 
from  the  pancreas  or  biliary  ducts.  The 
swelling  is  behind  and  below  the  stomach 
and  may  simulate  a pancreatic  cyst.  (4%) 
An  infrahepatic  infection,  posteriorly 
located,  may  erode  the  liver  substance  in 
the  area  devoid  of  peritoneum  and  form 
an  abscess  there  between  the  liver  and 
the  diaphragm  in  the  right  extraperitoneal 
space.  (25%).  It  may  also  form  from  an 
abscess  about  the  upper  pole  of  the  kidney 
extending  upward  and  stripping  the  peri- 
toneum off  the  diaphram.  The  cause  of 
this  may  be  a high  perinephric  and,  there- 
fore, extraperitoneal  abscess.  It  may  also 
form  from  a perforation  of  a carcinoma  of 
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Fig.  1 — Locations  of  Subdiaphragmatic  ( Suprahepatic  and  Infrahepatic) 
Abscess.  ( Callander  - Courtesy  of  W.  B.  Saunders  Co.) 
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the  abdominal  esophagus  in  its  posterior 
extraperitoneal  area. 

Operations  for  Subphrenic  Abscess 

According  to  most  authorities,  drain- 
age should  be  instituted  once  the  necessary 
preoperative  care  of  the  patient  is.  done  to 
make  him  as  safe  a risk  as  possible.  Alton 
Ochsner  and  Wayne  Babcock  are  very  de- 
finite about  that. 

Dr.  R.  I.  Lee,  in  1915  published  a paper 
in  which  he  presented  several  cases  of 
obscure  origin  marked  by  a high  dia- 
phragm and  the  presence  of  a little  fluid 
which  recovered  spontaneously.  However, 
Dr.  Lee  also  agreed  that  abscesses  second- 
ary to  peritoneal  infection,  require  drain- 
age. 

Although  the  author  also  feels  that  I 
& D should  be  the  treatment  of  subphrenic 
abscess,  that  rule  was  not  followed  in  one 
of  our  cas.es  and  good  results  were  obtain- 
ed. 

We  shall  be  more  explicit  about  this 
under  the  proper  heading. 

A complication  of  subphrenic  abscess 
is  that  of  rupture  of  the  abscess  into  the 
pleural  or  free  peritoneal  cavity.  It  is 
usually  a serious  complication  and  indica- 
tive of  neglect  on  the  doctor’s  part.  The 
mortality  rate  varies,  considerably  between 
10  and  30'ó  depending  upon  such  factors 
as  resistance  of  the  patient,  type  of  thera- 
py, complications  and  so  forth. 

The  incision  and  drainage  of  a sub- 
diaphragmatic  abscess  should  be  done  in 
such  a way  that  uninvolved  portions  of 
pleural  and  peritoneal  cavities  are  not  con- 
taminated. This  basic  surgical  principle 
is  often  disregarded.  The  paths  of  appro-1 
ach  are  transdiaphragmatic  and  transab- 
dominal, and  each  variety  of  approach  may 
be  transserous  or  extraserous. 

(1)  Transdiaphragmatic  transpleural 


drainage  through  rib  resection  and  suture 
of  the  opposed  costal  and  diaphragmatic 
layers  of  pleura  in  one  or  two  stages  is  a 
procedure  used  much  too  frequently.  The 
walling-off  practice  often  does  not  protect 
the  rest  of  the  pleural  cavity.  Alton  Ochs- 
ner and  Amos  Graves,  pointed  out  that 
the  mortality  rate  in  the  cases  they  collect- 
ed that  were  drained  transpleurally  was 
39.0  per  cent,  as  contrasted  with  a mortal- 
ity of  21.1  per  cent  in  those  cases  drained 
without  contaminating  the  pleura  or  peri- 
toneum. 

(2)  Transabdominal  transperitoneal 
drainage  which  permits  contamination  of 
uninvolved  areas  of  peritoneum  is  disas- 
trous., and  should  never  be  used! 

(3)  Extraperitoneal  drainage:  This  can 
be  anterior  through  the  abdominal  wall  or 
posterior  through  the  lumbar  area  depend- 
ing upon  the  location  of  the  abscess. 


.Fig.  2 — Illustration  showing  the  method  of  drain- 
ing extraperitoneally  an  ah s cess  in  the 
right  superior  space.  The  finger  is  shown 
peeling  the  parietal  peritoneum  from  the 
under  surface  of  the  diaphragm  until 
the  abscess  cavity  is  reached.  ( Glairmont 
after  Nather  and  Ochsner  - Courtesy  of 
W.  B.  Saunders  Co.) 
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Latissimus  dor  si 


Fir,.  3 — Drawing  illustrating  the  transverse  incision  made  through  the 
resected  bed  of  the  twelfth  rib  and  the  serratus  posterior  inferior 
muscle  at  the  level  of  the  spinous  process  of  the  first  lumbar 
vertebrae.  ( Ochsner  and  Graves  - Courtesy  of  J . B.  Lippincot  Co.) 


(a)  Ascesses  located  in  the  right  and 
left  suprahepatic  spaces  and  those  situated 
in  the  anterior  division  of  the  left  s.ub- 
hepatic  area  can  be  drained  extraperito- 
neally  through  the  anterior  abdominal  wall 
by  the  method  described  by  Clairmont. 
(See  Fig.  2).  An  incision  just  below,  and 
parallel  to  either  costal  margin  is  deve- 
loped through  the  abdominal  musculature 
and  transversalis  fascia  down  to  the  an- 
terior parietal  peritoneum.  The  perito- 
neum is  separated  from  the  under  surface 
of  the  diaphragm  by  blunt  dissection  until 
the  abscess  cavity  is  reached.  The  cavity 
opened  extraperitoneallv  through  the  abs- 
cess wall,  which  is  intimately  adherent  to 
the  mobilized  diaphragmatic  peritoneum. 

(b)  Abscesses  in  the  anterior  or  pos- 
terior divisions  of  the  right  subhepatic 
area  or  abscesses  in  the  right  or  left  extra- 
peritoneal  spaces  should  be  approached  by 


the  posterior  extraperitoneal  method  de- 
vised by  Nather  and  Ochsner.  (See  Fig.  3) 
The  posterior  part  of  the  suprahepatic 
space  can  be  reached  through  this  incision. 
The  principle  of  this,  as  well  as  that  of 
the  anterior  approach,  is  that  the  perito- 
neum on  the  diaphragm  can  be  dissected 
bluntly  toward  the  dome  until  the  abscess 
cavity  is  reached.  The  abscess  can  be 
opened  directly,  since  its  wall  is  abherent 
to  the  mobilized  diaphragmatic  peritone- 
um. In  a series  of  thirty  one  cases  that 
Ochsner  and  Graves  operated  upon  through 
a retroperitoneal  approach  to  the  subphre- 
nic  abscess  the  mortality  was  9.7  per  cent, 
a£  compared  with  39  per  cent  mortality 
in  those  drained  transpleurally.  The  pro- 
cedure can  be  described  briefly  as  follows: 
With  the  patient  on  his  left  side  curved 
over  a sand  bag,  or  a kidney  rest  in  order 
to  produce  scoliosis  of  the  lower  dorsal 
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and  lumbar  spine  an  incision  is  made  over 
and  parallel  to  the  twelfth  rib.  The  entire 
twelfth  rib  is  resected  subperios.teally, 
avoiding  injury  to  the  pleura  which  may 
be  immediately  beneath  the  rib.  The 
erector  spinae  mass  of  muscles  are  retract- 
ed medially  and  then  a transverse  incision 
is  made  at  right  angles  to  the  spine  across 
the  bed  of  the  resected  rib  at  the  level 
of  the  spinous  process  of  the  first  lumbar 
vertebra.  (It  is  extremely  important  that 
this  incision  through  the  bed  of  the  rib  be 
made  transversely  at  the  level  and  not 
parallel  to  the  rib  for  only  in  this,  way  can 
one  be  sure  that  the  costophrenic  angle 
of  the  pleura  will  not  be  injured.)  Al- 
though usually  by  the  time  the  operation 
is  done  there  has  been  some  obliteration 
of  the  pleural  space  posteriorly  because 
of  adhesions  between  the  parietal  and  dia- 
phragmatic pleura  in  that  area,  in  one  of 
our  cases  we  could  clearly  see,  once  the 
rib  was  res.ected,  the  edge  of  the  lung 
going  up  and  down  through  the  pleura  in 
that  area.  We  would  have  gone  into  the 
pleural  cavity  in  this  case,  if  we  had  made 
the  incision  along  the  periostium  of  the 
twelfth  rib.  A transverse  incision  at  the 
level  of  the  spinous  process  of  the  first 
lumbar  vertebra  will  invariably  miss  the 
pleura.  This,  incision  passes  through  the 
bed  of  the  twelfth  rib  and  the  attachment 
of  the  diaphragm.  After  the  diaphragm 
has  been  incised,  the  renal  fascia  is  en- 
countered. This  is  continuous  above  and 
anteriorly  with  the  posterior  parietal  peri- 
toneum. The  kidney  is  displaced  down- 
ward by  means  of  the  index  finger.  Now 
one  should  palpate  the  infrahepatic  space. 
It  has  been  our  experience  in  our  cas.bs 
that  the  inflammatory  edema  present 
greatly  facilitates  mobilization  of  the 
diaphragmatic  peritoneum  from  the  under 
surface  of  the  diaphragm.  Through  this 
line  of  cleavage  one  can  go  up  as  far  as 


the  dome  of  the  liver  to  the  superior  pos- 
terior space.  This  separation  should  be 
done  with  the  finger  until  the  abs.cess  is 
reached. 

Once  we  have  cut  the  diaphragm,  there 
is  no  further  danger  of  going  into  the 
pleural  cavity  since  now  we  extend  our 
hand  under  the  latter  between  it  and  the 
peritoneum  of  the  retroperitoneal  cavity. 
Of  course,  that  there  is  always  the  pos- 
sibility of  perforating  the  diaphragm  with 
the  exploring  finger  but  this  is  not  likely 
to  happen  if  one  is  careful  enough. 

The  abscess  cavity  is  then  opened  by 
means  of  the  mobilizing  finger  by  plung- 
ing the  finger  through  the  abs.cess  wall 
which  is  adherent  to  the  mobilized  parietal 
peritoneum. 

When  the  finger  reaches  the  abscess  a 
definite  thickening  is  found.  Although 
some  authors  recommend  at  this  point  to 
introduce  an  exploratory  needle  in  the  area 
of  the  abscess,  we  have  not  found  this 
necessary  since  the  “feel”  of  the  abscess 
wall  is  so  characteristic  that  we  feel  that 
carefully  introducing  the  finger  into  it 
gives  us  the  advantage  of  the  finger  sen- 
sation when  it  ruptures  the  wall. 

I think  that  one  of  the  most  pleasant 
moments  that  a surgeon  experiences  in  his. 
practice  is  that  time,  when,  after  perfora- 
ting the  abscess  with  the  finger,  he  sees 
pus  coming  out. 

Anesthesia 

We  have  used  Spinal  Anesthesia  in  our 
cases.  Pontocaine  2%  dissolved  in  heavy 
glucose  using  a mixture  of  16  to  20  mili- 
grams,  2 cc.  of  saline  and  3 cc.  of  10% 
glucose  is  given  as  the  average  dose  for 
an  adult. 

We  have  used  this  type  of  anesthesia 
since  1944  in  a great  variety  of  operations 
in  a single  dose  or  as  continuous  spinal, 
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and  have  found  it  to  be  very  satisfactory 
being  less  shocking  than  novocaine  or  nu- 
percaine. 

The  level  to  which  we  want  the  anes- 
thetic to  go  up  is  attained  by  tilting  of 
the  table. 

REPORT  OF  CASES 

During  the  five  years  that  I have  been 
a member  of  the  Surgical  Staff  of  Fajar- 
do District  Hospital,  I have  seen  only  five 
cases,  of  subphrenic  abscess.  There  is  no 
record  of  any  other  cases  since  the  hospi- 
tal was  opened  in  1940. 

Although  the  above  data  is  not  a good 
criteria  as  to  the  rarity  of  the  condition, 
since  it  does  not  take  into  account  those 
cases  that  we  might  have  failed  to  diag- 
nose, it  can  at  least  give  us.  an  idea,  when 
we  take  into  consideration  the  fact  that 
a total  of  27,240  cases  have  been  admitted 
to  this  hospital  during  that  time  and 
78,302  treated  in  the  Out  Patient  Depart- 
ment, not  to  include  the  many  thousand 
more  treated  or  seen  in  admission. 

Case  No.  1 was  operated  by  Dr.  Mario 
J.  Tomasini  and  myself.  The  others,  were 
either  admitted  to  my  service  or  referred 
to  me  after  admission. 

The  cases  were  as  follows: 

Case  No.  1 — Unit  No.  16044 

Patient  was  admitted  to  the  Hospital 
on  May  24,  1943  with  a stab  wound  of  the 
abdomen  near  the  midline  one  half  inch 
to  the  right  side  of  the  umbilicus  with 
evisceration  of  the  small  intestine.  An 
exploratory  laparotomy  was  done  and  four 
perforations  found  of  the  small  intestine 
in  the  upper  part  of  the  ileum,  which  were 
closed.  He  was  discharged  on  July  11, 
1943  in  good  condition. 


Seen  again  on  September  16,  1943  very 
much  below  par.  Questioned  closely  he 
stated  he  had  been  suffering  from  chills 
and  fever  for  many  weeks  since  dis- 
charged, also  had  been  suffering  intermit- 
tently from  a dull  ache  in  the  right  upper 
quadrant.  Positive  findings  were  as  fol- 
lows : Examination  revealed  a severely  ane- 
mic and  emaciated  person.  There  was  di- 
minished excursion  of  the  right  diaphragm 
with  a friction  rub  of  the  right  base,  dull- 
ness present  in  the  same  area.  Heart  es- 
sentially normal  and  in  usual  position.  Ab- 
domen and  liver  enlarged  and  moderate  as- 
cites. X Ray  of  chest  and  fluoroscopic 
check  up  ordered  because  subdiaphragm- 
atic  abscess  was.  suspected.  Pleural  effu- 
sion was  found  and  thoracentesis  done  on 
September  18,  1943  obtaining  800  cc.  of  a 
light  colored  fluid  from  the  right  pleural 
cavity.  Check  up  taken  on  October  2,  1943 
revealed  a clear  chest  and  radiological  and 
fluoroscopic  examination  showed  a rather 
typical  picture  of  subdiaphragmatic  abs- 
cess. (See  fig.  4)  Operation  was  done  on 
October  3,  1943  by  the  posterior  Ochsner 
method.  A large  amount  of  pus  was  ob- 
tained. Two  rubber  tubings  left  in  site, 
the  first  one  removed  on  the  sixth  post- 
operative day  and  the  second  one  on  the 
twelfth.  Patient  discharged  fourteen  days 
later  in  good  condition. 

Readmitted  to  the  Hospital  again  on 
February  28,  1944  with  an  apparent  an- 
terior abdominal  wall  fistula.  Exploration 
done  but  on  finding  it  extended  through 
coils  of  intestine  inward  we  decided  to  be 
conservative.  Sulfathiazole  given  for  sev- 
eral days  and  patient  discharged.  Seen 
again  on  March  18,  1944  in  Out  Patient 
Clinic.  Doing  well.  Discharge  from  ante- 
rior abdominal  wall  had  completely  stop- 
ped. Posterior  Ochsner  incision  well  heal- 
ed. Had  gained  fourteen  pounds — felt  fine. 
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FIGURE  4 

A.  X-Ray  picture  taken  of  case  unit 
16044.  Abscess  was  located  in  the 
right  posterior  inferior  space. 


B.  X-Ray  picture  taken  post-operative- 
ly  of  same  case  showing  position 
of  catheter  in  the  abscess  cavity. 


Case  No.  2 — Unit  No.  21843  — Age  18 

Admitted  to  medical  department  on 
December  11,  1944  for  studies.  Patient 
presented  a bulging  in  R.U.Q.  under  the 
costal  margins.  I saw  the  case  in  consulta- 


tion. He  presented  a mass  in  the  right  up- 
fer  quadrant  extending  from  under  the 
costal  margin  to  about  three  finger  breaths 
below  the  same,  apparently  fluctuant  and 
not  nodular.  Somewhat  fixed  and  not  eas- 
ily movable.  Tender  on  deep  palpation. 
Although  repeated  stools  for  amoeba  were 
negative  we  could  not  definitely  rule  out 
the  possibility  of  an  amoebic  abscess,  and 
with  this  idea  in  mind  we  decided  to  do  an 
aspiration  first  through  the  anterior  ab- 
dominal wall  extraperitoneal  having  every- 
thing ready  for  incision  and  drainage  if 
this  was  necessary.  The  patient  was  taken 
to  the  operating  room  on  December  27, 
1944,  the  pus  aspirated  was,  greenish  and 
had  the  characteristic  smell  of  B.  coli. 
Since  amoebic  abscess  usually  has  a cho- 
colate color  we  proceeded  to  do  an  extra- 
peritoneal  drainage  through  the  anterior 
abdominal  wall.  Two  large  rubber  drains 
were  left  in  place.  Patient  stopped  drain- 
ing on  the  twelfth  postoperative  day.  Dis- 
charged on  the  twenty  second.  Seen  on 
two  occasions  since  discharged  in  the  Out 
Patient  Clinic;  doing  well;  no  complaints. 
The  laboratory  report  of  the  culture  from 
the  pus,  obtained  was — -staphylococus  al- 
bus. 

Case  No.  3 — Unit  No.  23090  — Age  56 

Admitted  to  the  Hospital  on  April  16, 
1945  with  a tentative  diagnosis  of  perfo- 
rated gallbladder  with  abscess  formation. 
Treated  conservatively  with  fluids  by  vein, 
plasma  and  blood  tranfusions  and  penici- 
lin.  Running  remittent  fever,  chills,  loss 
of  weight  and  poor  appetite.  Kept  on  run- 
ning remittent  fever  for  three  weeks  fol- 
lowing admission.  Tenderness  over  twelfth 
rib  posteriorly  and  over  cos, tal  margin  an- 
teriorly. Few  rales  and  dullness  in  right 
lower  lobe  but  no  dyspnea  or  shortness  of 
breath.  Subdiaphragmatic  abscess  sus- 
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pected.  Diagnosis  verified  by  X-Rays  (See 
fig.  5)  and  fluoroscopic  findings.  Position 
determined  to  be  in  the  right  posterior  in- 
ferior space  by  the  aid  of  the  fluoroscope. 


i \ 

FIGURE  5 

A.  X-Ray  picture  taken  of  case  No. 
23090.  Notice  fluid  level  and  gas 
bubble  - this  is  only  present  in 
20%  of  cases, 


B.  Oblique  picture  taken  of  same  case 
in  which  fluid  level  and  gas  bub- 
ble is  more  clearly  seen.  Abscess 
was  located  in  the  right  inferior 
posterior  space.  Brained  by  the 
Ochsner  posterior  method. 


Patient  was  taken  to  the  operating 
room  and  an  incision  and  drainage  done 
through  the  dorsal  route  by  Ochsner’s 
method..  A catheter  inserted  into  the  abs- 
cess. Penicillin  instilled  for  three  days, 
50,000  units,  through  the  catheter  into  the 
cavity  and  then  the  catheter  clamped  for 
twelve  hours  when  the  cavity  was  then  irri- 
gated with  saline  followed  by  another  in- 
jection of  penicillin.  Irrigations  then  done 
with  Darkin’s  solution  twice  daily.  Tube 
removed  on  twenty-second  day.  Patient 
discharged  on  thirtieth  day. 

Seen  in  Out  Patient  Clinic  on  June  15, 
1945.  Doing  well.  Had  gained  weight. 
Seen  again  October  25,  1945.  Doing  fine. 
New  appointment  given  for  six  months. 

Case  No.  4 — Unit  No.  24174  — Age  47 

Sex:  male.  Race:  colored. 

Patient  was  admitted  to  the  Hospital 
on  July  23,  1945  complaining  of  pain  in 
the  right  hypochondrium,  severe  enough 
to  inhibit  respiration,  with  radiation  to 
the  right  shoulder,  of  two  weeks  duration. 

The  pain  started  fourteen  days  pre- 
vious to  admission  as  an  ache  near  the  um- 
bilicus that  later  radiated  to  the  right 
lower  quadrant.  Pain  lasted  for  several 
days  and  was  accompanied  by  nausea  and 
vomiting;  was.  treated  at  home.  Had  an 
acute  loss  of  appetite  which  lasted  up  un- 
til time  of  admission.  Around  the  twelfth 
day  he  started  to  have  some  pain  in  area 
of  the  costal  margin  which  was  made  wor- 
se with  deep  respiration.  Went  to  a pri- 
vate clinic  where  the  possibility  of  a gall- 
bladder disease  was  considered  and  chole- 
cystography done.  He  was  told  that  the 
gallbladder  was  apparently  normal.  After 
having  been  hospitalized  for  three  days 
decided  to  come  to  the  District  Hospital 
because  he  had  no  money  to  cover  the  ex- 
penses in  the  Clinic. 

Was  admitted  to  the  medical  service. 
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I saw  the  cas.e  in  consultation.  Positive 
findings  were  as  follows: 

1.  patient  was  running  a remittent 
temperature  going  up  to  399  every  day. 

2.  patient  looked  sick  and  complained 
of  pain  in  the  right  upper  quadrant. 

3.  Chest  findings:  there  was  diminish- 
ed motion  (lag)  in  right  side,  dullness  on 
palpation  in  the  right  base,  diminished 
fremitus  in  the  same  area,  breast  sounds 
very  distal,  slight  tenderness  on  deep  pres- 
sure on  the  costal  angle. 

4.  Abdomen:  Slight  rigidity  in  right 
upper  quadrant,  marked  tenderness  in 
same  area  on  deep  palpation,  leukocyte 
count  16,000  with  a marked  shift  to  the 
left  in  the  Schilling  index.  Some  toxic  gra- 
nulations of  the  neutrophile  were  also  re- 
ported. 

Possibilities  considered  on  admission 
were  the  following:  malaria,  typhoid,  lobar 
pneumonia  of  the  right  lower  lobe,  typhus, 
chronic  calculus  cholecystitis  with  an 
acute  exacerbation.  Gradually  the  above 
diseases  were  ruled  out  by  different  labora- 
tory tests  and  the  possibility  of  subphre- 
nic  abscess  was  considered  by  us.  Fluoros- 
copic and  radiographic  examinations.  (See 
fig.  6)  revealed  a raised  diaphragm  which 
did  not  move  with  respiration.  There  was 
a slight  thickening  of  the  pleura  at  the 
right  base  with  a slight  amount  of  ef- 
fusion. There  was  no  displacement  of  the 
heart. 

After  repeated  fluoroscopic  examina- 
tions were  made  a diagnosis  of  subphrenic 
abscess  was  established  with  location  in 
the  right  infrahepatic  posterior  space. 
While  the  patient  was  being  prepared  for 
the  operation,  he  decided  to  go  home.  Need- 
less to  say  how  much  we  tried  to  convince 
him  and  his  family  of  the  necessity  of  an 
operation  but  all  efforts  were  of  no  avail. 

Too  bad  this  happened  because  the  pa- 
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FIGURE  6 

Radiograph  taken  of  case  unit  No. 

24174.  When  seen  fluoroscopically  this 
case  reveal  an  elevated  diaphragm  that 
does  not  move  icith  respiration  and 
which  is  abnormally  convex. 

tient  was  in  fairly  good  condition  and  was 
a good  surgical  risk.  I feel  that  the  etio- 
logy of  this  subphrenic  abscess  was  a rup- 
tured appendix.  For  the  sake  of  complete- 
ness I inquired  thru  Social  Service  about 
the  final  outcome  of  this  case  and  found 
out  that  he  died  at  home  two  months 
later. 

Case  No.  5 — Age  24  — Sex  male 
Unit  No.  25077 

Patient  admitted  to  the  hospital  De- 
cember 17,  1945  with  a history  that  he  had 
been  perfectly  well  till  December  14,  1945 
when  at  11:00  P.  M.  he  woke  up  with 
pain  in  the  epigastrium  of  rather  sudden 
onset  which  spread  to  all  the  abdomen 
several  hours  later.  Pain  was  aggravated 
by  motion  and  had  persisted  up  to  the 
time  of  admission.  Had  several  bouts  of 
naus.ea  and  vomiting.  Vomitus  was  green- 
ish in  color.  Vomiting  was  at  times  eli- 
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cited  by  taking  medicine  or  liquid  orally, 
while  at  other  times  would  be  spontaneous 
having  no  relation  to  oral  intake.  Last 
bout  of  vomiting  was.  25  hours  before  ad- 
mission, December  15,  1945.  Had  an  acute 
loss  of  appetite  since  onset  of  pain  which 
persisted  and  had  no  diarrhea,  blood  in 
stools,  or  tenesmus.  Had  one  bowel  move- 
ment on  second  day  of  disease  which  was 
normal  in  consistency. 

Review  of  systems  was  essentially  ne- 
gative. There  was  no  history  of  heartburn, 
pain  in  the  stomach,  etc.  No  suggestion  of 
a previous  peptic  ulcer  history.  Respira- 
tory, cardiac  and  G.  U.  history,  essential- 
ly normal.  Positive  findings  in  the  Physic- 
al examination  were  as  follows: 

A colored  male  slightly  under  weight 
complaining  of  pain  all  over  abdomen. 
BP  - 120/64;  T - 37.4?;  P - 100;  R - 26. 
Chest  essentially  negative.  Percussion  and 
auscultation  revealed  no  pathology.  Ab- 
domen inspection:  no  bulging,  no  peris- 
talsis, no  distention. 

Palpation : There  was  moderate  rigidity 
all  throughout  abdomen,  most  marked  on 
the  right  side.  Generalized  tenderness  all 
over  abdomen  and  rebound  tenderness 
especially  in  right  lower  quadrant. 

Auscultation  revealed  a silent  abdomen 
except  for  the  occasional  “tinkling”  sound 
which  is  often  heard  in  cases  of  paralitic 
ileus  secondary  to  generalized  peritonitis. 
Rectal  examination  revealed  marked  ten- 
derness. all  over  but  especially  on  the  right 
side.  A diagnosis  of  generalized  peritoni- 
tis due  to  a perforated  appendix  was  made. 
It  was  decided  that  it  was  “too  late  for  an 
early  operation  and  too  early  for  a late 
operation”.  Patient  was  treated  conser- 
vatively by  the  Ochsner  treatment  of  mor- 
fia,  intravenous  fluids,  by  Fowler’s  posi- 
tion, etc.  The  condition  of  the  patient  in 
general  was  poor  and  was.  running  a septic 
fever.  One  day  after  admission  a blood 


transfusion  was  given,  500  cc.  of  citrated 
blood.  Around  the  tenth  day  of  admission 
the  abdomen  started  to  get  softer  and  had 
a bowel  movement  but  he  was.  still  run- 
ning a septic  fever.  Complained  of  some 
pain  in  the  right  side  of  the  chest.  Physi- 
cal examination  of  the  thorax  done  on  De- 
cember 24,  1945  revealed  some  flatness  in 
the  right  chest,  diminished  vocal  fremitus 
and  distal  breath  sounds.  Had  tenderness 
in  the  area  of  the  gallbladder  and  still 
some  muscle  rigidity.  Although  the  pos- 
sibility of  a right  lower  lobe  pneumonia 
was  considered,  subphrenic  abscess  was 
suspected  to  be  developing  as  a complica- 
tion of  the  perforated  appendicitis.  X-Ray 
of  the  chest  was  ordered  to  include  flu- 
oroscopic examination  of  the  diaphragm. 

Around  that  time  the  X-Ray  machine 
had  burned  a tube  and  we  had  to  wait 
several  days  before  the  patient  could  be 
seen  under  the  fluoroscópe.  This  incident 
is  a very  important  one  in  the  subsequent 
treatment  of  this  cas.e,  as  you  shall  see. 
Not  considering  good  surgical  judgment  to 
operate  the  patient  without  X-Ray  and 
fluoroscopic  confirmation  of  the  diagnosis, 
we  decided  to  wait  several  more  days  when 
this  would  be  available.  In  the  meantime 
our  efforts  were  directed  towards  bring- 
ing the  patient  into  the  best  pre-operative 
condition. 

Another  transfusion  of  500  cc.  of  blood 
was  given.  X-Rays,  were  finally  taken  on 
January  3,  1946  but  the  fluoroscope  was 
still  not  available.  The  X-Ray  evidence 
was  that  of  a typical  subphrenic  abscess, 
(See  fig.  7)  but  we  wanted  to  see  him 
under  the  fluoroscope  to  make  sure  that 
the  diaphragm  was  immobilized  and  also 
to  get  an  idea  as  to  the  location  of  the 
abs.cess  to  decide  on  what  surgical  ap- 
proach would  be  used.  Another  trans- 
fusion given  500  cc.  on  January  5,  1946. 
By  this  time  patient  had  been  hospitalized 
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for  nineteen  days.  During  all  these  days 
temperature  would  vary  daily  from  37?  (or 
below)  up  to  399  C.  On  January  6,  1946 
patient’s  temperature  went  down  to  normal 
and  stayed  there. 


FIGURE  7 

Radiograph  taken  of  case  unit  No. 

25077.  This  abscess  absorbed  sponta- 
neously. 

Fluoroscopic  examination  was  finally 
done  on  January  13,  and  new  X-Rays 
taken.  The  diagnosis,  of  subphrenic  abs- 
cess verified  (diaphragm  elevated  and 
completely  immobile,  s ight  amount  of 
pleural  effusion  present). 

I had  the  patient  posted  for  operation 
the  next  day  but  on  suggestion  of  Dr. 
Tomasini  decided  to  wait  several  more 
days  since  patient  had  not  had  any 
fever  for  eight  days. 

Another  transfusion  was  given  on 
January  14,  and  200,000  units  more  of  pe- 
nicillin given.  Patient  was  advised  not  to 
get  out  of  bed.  Except  for  a slight  fever 
(37.5  C)  on  the  day  of  the  last  transfusion 
the  patient  continued  doing  well.  During 
that  time  appetite  improved,  was  graduai- 
ly  changed  from  liquids  to  soft  diet;  bowel 


movements  became  regular  and  abdominal 
tenderness  in  right  upper  quadrant  and 
costal  margin  gradually  disappeared.  Pa- 
tient was  allowed  out  of  bed  as  a “thera- 
peutic test”  to  find  out  if  with  motion  he 
would  again  develop  symptoms  that  would 
make  us  consider  operation.  Patient  con- 
tinued doing  well  and  was  finally  dis- 
charged on  January  30,  1946  after  letting 
him  walk  around  the  hospital  for  several 
days.  X-Ray  taken  on  January  30,  before 
discharge,  showed  s.till  an  elevation  of  the 
diaphragm. 

Patient  was  given  an  O.P.D.  appoint- 
ment to  come  to  our  surgical  clinic  in  two 
months;  but  was  instructed  to  return  to 
the  Hospital  immediately  if  he  would  get 
any  symptoms.  Seen  again  on  February 
he  was.  doing  fine.  Had  gained  eighteen 
Dounds.  Only  complaint  was  occasional 
fullness  of  the  stomach.  Fluoroscopic  ex- 
amination revealed  less  elevation  of  the 
diaphragm  than  previously  and  there  was 
some  motion  with  respiration.  New  ap- 
pointment given  for  six  months. 

General  discussion : 

The  author  wants  to  call  your  attention 
to  the  fact  that  although  he  still  firmly 
believes  that  the  treatment  of  s.ubphrenic 
abscess  is  essentially  surgical,  on  the 
other  hand,  the  importance  of  repeated 
blood  transfusions  and  penicillin  in  in- 
creasing body  resistance  should  be  kept  in 
mind  and  that  the  possibilities  that  they 
might  have  in  producing  the  absortion  of 
an  abscess  should  not  be  completely  dis- 
regarded, as  proven  by  case  No.  5,  specially 
in  small  abscesses. 

After  all,  subphrenic  abs.cess  is  usually 
due  to  mixed  infections  of  B.  Coli  and 
staphylococci.  (In  one  of  our  cases  — unit 
No.  21843 — the  laboratory  report  was 
staphylococus  albus)  and  we  know  that  the 
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drug  of  choice  for  controlling  that  part  of 
any  mixed  infection  due  to  most  strains  of 
staphylococci  is  penicillin.  Although  peni- 
cillin was  initially  reported  as.  not  being 
effective  in  the  treatment  of  infections 
due  to  B.  Coli  and  other  members  of 
the  coli  aerogenes  group  and  experiments 
in  vitro  indicate  that  they  are  not  sus- 
ceptible to  penicillin,  clinical  evidence  is 
accumulating  to  show  that  large  doses  of 
the  drug  are  effective  in  controlling  mixed 
infections  in  which  B.  Coli  is.  one  of  the 
offending  organisms. 

A good  explanation  for  this  has  been  of- 
fered by  Dr.  George  Crile,  Jr.:  “This 
phenomenon,  may  be  explained  less  on  the 
basis  of  a direct  effect  on  the  bacillus  than 
on  overcoming  the  neutralizing  effect 
which  the  bacillus  exerts  against  the  drug. 
It  is  entirely  likely  that  the  codj-aiero- 
genes,  bacilli  themselves,  in  pure  culture, 
are  not  highly  pathogenic  or  invasive,  and 
that  the  danger  of  mixed  infections  comes 
not  from  the  colon  group  so  much  as  from 
the  cocci  which  are  associated  with  it.  By 
controlling  these  organisms,  penicillin  in 
large  doses  may  control  peritonitis  or  ef- 
fect resolution  of  an  inflammatory  mas.s.” 

But  above  all,  the  author  wants  to  call 
your  attention  to  the  value  that  both  peni- 
cillin and  repeated  blood  transfusions 
might  have  in  the  “prophylactic”  treat- 
ment of  subphrenic  abscess,  by  using  the 
two  in  the  treatment  of  those  peritoneal 
accidents  from  which  subphrenic  abscess 
develops. 

Recent  papers  published  in  various  sur- 
gical journals  show  that  the  apparent  ef- 
fectiveness of  penicillin  in  controlling  that 
part  of  the  mixed  infection  in  peritonitis 
which  is  due  to  penicillin-sensitive  organ- 
isms is  sufficient  to  warrant  further  in- 
vestigations. This  has  certainly  been  the 
author’s  experience  in  the  treatment  (with 
penicillin  used  locally  into  the  peritoneal 


cavity  or  intramuscularly  or  both),  of  ma- 
ny cases,  in  which  there  has  been  gross  con- 
tamination of  the  peritoneal  cavity  (intes- 
tinal perforation,  perforated  duodenal  or 
gastric  ulcers,  etc.).  Although  it  is  proba- 
bly impossible  to  determine  exactly  how 
important  a part  the  drug  has  in  the  good 
results  obtained,  one  cannot  help  giving  it  a 
lot  of  credit,  even  though  we  have  not 
been  able  to  use  the  large  doses,  advocated 
by  others. 

Dr.  George  F.  Wollgost,  in  a paper 
published  in  the  December  issue — 1945  of 
the  Surgery,  Gynecology  and  Obstetrics 
reports  on  fifty  patients  with  infected  sur- 
gical conditions  of  the  abdomen  which 
were  treated  with  penicillin  as  a prophy- 
lactic or  therapeutic  measures..  He  sug- 
gests that  in  many  of  these  cases  peni- 
cillin sensitive  organisms  (which  are  an 
important  factor  in  these  infections)  are 
cultured  from  these  infections. 

He  reports  twelve  cases  of  patients 
seriously  ill  with  peritonitis,  all  of  whom 
recovered.  He  believes  that  the  early  ad- 
ministration of  penicillin  should  prove  in- 
valuable in  the  prophylaxis  and  treatment 
of  wounds  of  the  abdomen  and  that  pa- 
tients should  be  treated  early  before  wide- 
spread dissemination  and  localization  of  in- 
fection have  occurred. 

Dr.  George  Crile,  Jr.  and  James.  R.  Ful- 
ton in  a paper  published  in  the  September 
issue,  1945,  of  the  “United  States  Naval 
Medical  Bulletin”  have  reported  favorably 
on  the  use  of  penicillin  in  cases  of  infec- 
tions of  appendiceal  origin  and  even  report 
on  intra-abdominal  masses  which  they  feel 
resolved  because  of  large  doses  of  the  drug 
used.  Quoting  from  this  paper,  “Penicillin 
in  doses  of  30,000  units  every  four  hours 
appeared  to  be  slightly  more  effective  than 
the  sulfonamides  in  controlling  infections 
of  appendiceal  origin.  Even  with  this  dos- 
age, reversal  of  the  temperature  trend  of 
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a patient  with  a pelvic  mass  and  complete 
resolution  of  the  mas.s,  without  drainage, 
were  observed.  In  general,  however,  it 
was  found  that  30,000  units  of  penicillin, 
six  times  daily,  would  not  prevent  the  for- 
mation of  intraperitoneal  abscesses.  When 
large  doses  of  penicillin  were  given,  the 
results  were  quite  different.  It  was.  found 
that  peritonitis  could  usually  be  controlled 
and  complete  subsidence  of  the  infection 
obtained,  without  formation  of  abscesses, 
by  administering  penicillin  according  to 
the  following  schedule:  100,000  units  intra- 
muscularly every  two  hours,  for  two  days, 
then  50,000  units  every  two  hours  for  two 
days,  followed  by  50,000  units  every  four 
hours  for  two  days,  and  finally  25,000  units 
every  four  hours  for  two  days — a total  dos- 
age of  4,500,000  units  in  eight  days.  The 
high  initial  dosage  is  important  in  mixed 
infections,  in  order  to  overcome  the  peni- 
cillin-neutralizing effect  of  Escherichia 
coli.  The  slow  tapering  off  of  the  medica- 
tion is  also  important,  because  if  it  is  dis- 
continued abruptly,  after  two  or  three 
days  the  infection  commonly  recurs.  In 
such  cases  the  trend  may  again  be  re- 
versed by  administering  large  doses,  of 
penicillin” 

“On  several  occasions  intra-abdominal 
masses  which  developed  during  treatment 
with  penicillin  in  doses  of  25,000  or  50,000 
units  every  four  hours  resolved  completely 
when  100,000  units  were  given  every  two 
hours..” 

“Twenty-five  patients  with  extensive- 
contamination  of  the  peritoneal  cavity 
were  treated  with  doses  of  100,000  units 
of  penicillin  every  two  hours  for  one  or  two 
days,  subsequently  receiving  diminishing 
doses  according  to  the  schedule  outlined 
above.  One  of  these  patients  had  a re- 
jection of  the  sigmoid  for  acute  diverticu- 
litis with  perforation,  and  two  others  had 
resections  of  the  sigmoid  for  perforated 


carcinomas.  One  patient  had  a closure  of 
a duodenal  ulcer  twenty-four  hours  after 
perforation;  the  ulcer  was  found  to  be 
gaping  open  and  discharging  intestinal 
contents  at  the  time  of  the  operation. 
Eight  of  the  patients  had  “perforated”  ap- 
pendixes of  more  than  forty-eight  hours’ 
duration.  They  were  admitted  with  signs 
and  symptoms  of  “generalized”  peritonitis 
and  operation  was  deferred.  The  remain- 
ing 13  had  free  perforations  into  the  peri- 
toneal cavity,  or  peri-appendiceal  absces- 
ses which  were  ruptured  at  the  time  of 
operation,  with  extensive  contamination  of 
the  peritoneal  cavity”. 

“All  of  these  25  patients  recovered 
promptly  and  there  were  no  intra-abdo- 
minal complications  and  no  residual  abs- 
cesses. One  of  the  patients  developed  a 
small  parirectal  abscess,  arising  from  an 
infected  anal  crypt,  during  the  course  of 
treatment  with  penicillin;  and  infections 
developed  in  the  wounds  of  the  2 patients 
with  perforated  carcinomas  of  the  colon 
and  2 with  perforated  appendixes.  These 
cases  indicate  that  although  penicillin  may 
protect  the  peritoneal  cavity,  it  does  not 
afford  complete  protection  agains.t  mixed 
infections  in  areas  of  low  resistance.  The 
wound  infections  developed  late  and  were 
not  accompanied  by  the  usual  amount  of 
cellulitis.” 

Finally,  I hope  I can  impress  all  of 
you  with  the  fact  that  subphrenic  abscess 
is  not  a condition  with  which  the  surgeon 
alone  is  concerned.  The  surgeon  is  usually 
more  concerned  with  its  diagnosis  and 
treatment. 

It  is  the  general  practitioner  the  one 
that  can  do  more  good  with  its  prevention 
as  it  is  he  who  sees,  first  the  conditions 
from  which  subphrenic  abscess  develops 
as  complications  and  it  is  he  who  might 
be  able  to  pick  up  an  occasional  case  of 
subphrenic  abscess  among  those  cases  that 
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come  to  him  with  fever  of  undetermined 
origin,  vague  pains,  etc.  if  he  keeps  it  in 
mind. 

After  seeing  several  cases  I cannot 
help  thinking  of  how  many  might  have 
been  treated  for  “chronic  malaria”,  etc. 

One  more  point  I want  to  bring  up  be- 
fore I finish  is  the  preoperative  prepara- 
tion of  the  patient.  He  should  be  at  his 
optimum  condition.  He  s.hould  get  enough 
fluids,  blood  transfusions,  etc.  to  bring  his 
chlorides,  water  balance  and  hemoglobin 
at  least  to  normal.  This  will  certainly  help 
in  lowering  the  mortality. 

Patients  with  subphrenic  abscesses, 
are  usually  weak,  anemic  and  dehydrated. 

A good  saying  to  remember  in  regards 
to  this  is  that  of  Lord  Moynihan:  “We 
have  made  surgery  safe  for  the  patient, 
let  us  make  now  the  patient  safe  for  sur- 
gery”. 

SUMMARY 

1.  Subphrenic  abscess  is  discussed  as 
regards  to  its  etiology,  pathology,  signs 
and  symptoms,  surgical  anatomy  of  the 
areas  involved  and  treatment. 

2.  Several  cases  seen  by  the  author  dur- 
ing the  past  five  years  at  the  Fajardo  Dis- 
trict Hospital  are  reported. 


3.  Emphasis  is  given  to  the  fact  that 
the  incision  and  drainage  of  a subdia- 
phragmatic  abscess,  should  be  done  in  such 
a way  that  uninvolved  portions  of  pleural 
and  peritoneal  cavities  are  not  contamina- 
ted; this  being  a basic  surgical  principle 
that  should  not  be  forgotten. 

4.  Aspiration,  even  for  diagnostic  pur- 
poses, is  not  advised  because  of  danger  in 
contamination  of  the  pleural  or  peritoneal 
cavity,  unless  it  is  done  in  the  operating 
room  as  part  of  the  operation  to  locate 
the  abscess. 

5.  Although  the  author  firmly  believes 
that  the  treatment  of  subdiaphragmatic 
abscess  is  essentially  surgical,  attention 
is  called  to  the  importance  that  penicillin 
in  large  doses,  and  repeated  blood  trans- 
fusions seem  to  have  in  the  “prophylactic” 
treatment  of  the  condition  and  even  in  the 
occasional  absorption  of  a small  abscess. 

Recent  reports  in  the  literature  de- 
monstrate that  there  is  increasing  clinical 
evidence  showing  that  penicillin  in  large 
dos.es  is  beneficial  in  combating  mixed  in- 
fections of  the  peritoneal  cavity.  This  has 
been  the  author’s  experience  with  several 
cases  he  has  treated  in  spite  of  the  fact 
that  he  has  not  been  able  to  use  it  in  as 
large  doses  as  advocated  by  others,. 
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REPORT  OF  A CASE  OF  TYPHUS  FEVER 

F.  HERNANDEZ  MORALES,  M.D.* 


Rarely  does  one  have  the  opportunity 
of  studying  the  effects  of  an  antibiotic 
when  given  to  a human  being  during  the 
incubation  period  of  an  infectious  disease. 
The  case  to  be  reported  was  administered 
penicillin  for  an  acute  otitis  media  during 
the  incubation  period  of  typhus  fever, 
which  condition  developed  in  spite  of  the 
treatment  given.  Furthermore,  this  patient 
had  been  vaccinated  approximately  four 
months  before  the  onset  of  the  illness  with 
a typhus  fever  vaccine  (Wilmington  strain 
in  purified  yolk  sac) . Another  interesting 
point  was  the  fact  that  the  illnes.s  develop- 
ed approximately  thirteen  days  after  the 
patient  was  bitten  by  a guinea  pig  experi- 
mentally infected  with  typhus  fever.  This 
possible  means  of  transmission  of  the  di- 
sease is  worthy  of  consideration. 

CASE  REPORT 

The  patient,  a white  Puerto  Rican  male, 
was  at  the  beach  on  July  1,  1945  and,  on 
the  3rd,  noticed  a purulent  discharge  of 
the  right  external  auditory  canal.  A few 
days  after,  on  the  7th,  while  taking  the 
temperature  of  a guinea  pig  experimental- 
ly infected  with  typhus  fever,  he  was  bit- 
ten on  a finger.  Some  bleeding  immediate- 
ly followed  the  bite,  so  water  and  tincture 
of  iodine  was  used  to  clean  the  wound.  The 
injured  area  remained  sore  for  two  or 
three  days,  but  no  suppuration  developed. 
The  guinea  pig  had  shown  the  scrotal  re- 
action which  follows  a successful  inocula- 
tion with  the  agent  of  this  disease  and 
had  had  a febrile  reaction  on  the  day  the 
patient  was  bitten. 

* From  the  University  Hospital  of  the  School  of 
Tropical  Medicine,  San  Juan,  Puerto  Rico. 


Bacteriological  studies  of  the  purulent 
discharge  from  the  right  ear  canal  of  the 
patient  had  revealed  the  presence  of  hemo- 
lytic Staphylococcus  aureus,  therefore  on 
July  the  12th,  he  was.  prescribed  25,000 
Oxford  units  of  penicillin  every  3 hours 
day  and  night  by  the  intramuscular  route. 
On  July  the  20th,  while  still  under  peni- 
cillin therapy,  the  patient  developed  fever 
and  a headache  at  about  4:00  P.  M. ; he 
went  to  bed  as  he  felt  exhausted.  There 
was  no  pain  in  the  affected  ear  or  in  the 
right  mastoid  region;  X-rays  of  the  latter 
revealed  no  lesions,  yet  the  fever  and  head- 
ache continued  and  became  more  intense 
in  the  afternoons  when  they  were  accom- 
panied by  chillness..  After  a total  of  1,950,- 
000  Oxford  units  of  penicillin  had  been  ad- 
ministered, the  treatment  was  disconti- 
nued on  July  the  22nd.  On  the  23rd,  the 
patient  was  admitted  to  the  University 
Hospital  for  study  and  treatment. 

Examination  of  the  patient  on  the  day 
of  admission  showed  that  the  discharge 
from  the  right  ear  canal  had  practically 
ceased.  Nothing  was  noticed  to  account 
for  the  presence  of  fever,  yet  four  days  lat- 
er, a definite  rash  appeared  all  over  his  bo- 
dy, especially  over  the  back,  and  to  a lesser 
extent  over  the  extremities.  This  rash 
consisted  of  small,  pinkish-red  macules, 
roughly  circular  in  outline,  which  blanch- 
ed on  slight  pressure.  In  view  of  the  pa- 
tient’s history  of  handling  experimentally 
infected  guinea  pigs,  the  presence  of  fever, 
headache,  and  the  appearance  of  a rash 
suggested  a tentative  diagnosis  of  typhus 
fever  of  the  murine  type. 

Laboratory  examinations  on  admission 
gave  the  following  results: 
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Urinalysis  — Color 

Character 

Reaction 

Albumin 

Sugar  

Sediment  — W.B.C. 

R.B.C. 

0-2  hyaline  casts 
Numerous  mucous  threads 

Blood  morphology  — R.B.C. 

W.B.C.  

Hemoglobin 

Differential  count: 

P.  basophils 

Eosinophils. 

Segmented 

Lymphocytes 

Malaria  smear 

Stools  

Blood  culture  

A Weil-Felix  test  was  ordered  on  the  day 
and  reported  positive  up  to  a titer  of  1 

As  the  patient  had  been  vaccinated 
against  typhus  fever  four  months  pre- 
vious, the  report  of  the  Weil-Felix  test 
was  not  considered  diagnostic  evidence  of 
the  presence  of  typhus  fever.  The  vaccine 
that  had  been  used  had  been  obtained 
from  the  Army.  Three  subcutaneous  in- 
jections were  later  administered  every  two 
weeks,  approximately,  the  first  dos.e  of 
1 cc.  producing  so  much  reaction,  both 
general  and  local,  that  further  doses  were 
reduced  to  one  half  cc.  Further  Weil-Felix 
tests  were  reported  as  follows:  July  28th 
— positive  to  a titer  of  1 to  1,600;  July 
30th  — positive  to  a titer  of  1 to  3,200. 
In  our  opinion  this  rise  in  titer  is  the  most 
important  single  laboratory  evidence  of  the 
presense  of  the  disease.  The  fever,  accom- 
panied by'  profuse  sweating  during  the 
last  two  days,  disappeared  on  July  30, 
1945. 


Amber 

Clear 

Acid 

Faint  traces 
Negative 

0-1  per  high  power  field 
4-6  per  high  power  field 


5,610,000  per  cmm. 

8,040  per  cmm. 

109%  — 15.7  g.  (Hellige-Wintrobe) 

1% 

2% 

53% 

44% 

Negative 

Negative  for  parasites  or  ova 
No  growth  after  48  hours  aerobic  in- 
cubation. 

on  which  the  rash  appeared  (July  26th) 
to  400  against  Proteux  0X19. 

The  patient  had  a rather  benign  case 
of  typhus  fever.  Whether  this  can  be  at- 
tributed to  the  penicillin  therapy  received, 
or  to  the  previous  vaccination,  or  both,  it 
is  impossible  to  say. 

SUMMARY 

A case  of  typhus  fever,  which  develop- 
ed thirteen  days,  after  the  patient  was  bit- 
ten by  an  experimentally  infected  guinea 
pig,  is  here  presented.  During  the  incuba- 
tion period  of  the  fever,  approximately 
2,000,000  Oxford  units  of  penicillin  were 
given  the  patient  for  an  acute  otitis  media, 
which  he  was  suffering.  A typhus  fever 
vaccine  had  also  been  administered  ap- 
proximately four  months  previous  to  the 
onset  of  the  illness.  The  patient  recover- 
ed. 


70 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


SECCION  DE  REVISTA  DE  LIBROS 


A TEXTBOOK  OF  SURGERY 
By 

AMERICAN  AUTHORS 

( Fourth  Edition) 

Edited  by  Frederick  Christopher , B.  8., 
M.D.,  F.A.C.S.,  Associate  Professor  of  Surgery, 
Northwestern  University  Medical  School;  Chief 
Surgeon,  Evanston  ( Illinois ) Hospital.  Fourth 
revised  and  Pest.  151$  pages  with  11/83  illustra- 
tions on  762  figures.  Philadelphia  and  London  : 
H".  B.  Saunders  Company,  191/5.  Price  $ 10.00 . 

This  new  edition  of  Christopher’s  Text- 
book of  Surgery  is  undoubtedly  an  im- 
provement of  the  previous  editions.  Dr. 
Christopher  has  brought  together  the 
teaching  experience  and  unquestionable 
ability  of  about  200  of  the  most  distin- 
guished surgeons  in  the  country,  each  one 
a specialist  in  his  field.  Many  new  sections 
have  been  added,  noteworthy  among  them 
being  two  sections:  one  on  military  sur- 
gery and  one  on  the  uses  of  Penicillin  and 
the  sulfonamides. 

It  is  regrettable  that  in  the  section  on 
Spinal  Anesthesia,  continuous  spinal  anes- 
thesia is  given  only  o passing  remark  as 
we  feel  that  such  an  important  method  of 
anesthesia  should  have  been  described 
thoroughly. 

Also  in  the  section  on  Tumors  of  the 
Stomach  while  describing  the  Indication 
for  Treatment  the  author  claims,  among 
other  considerations  that  “unless  the  fluo- 
roscope  reveals  involvement  of  the  cardia... 
surgical  exploration  of  the  growth  is  war- 
ranted”. While  further  on,  discussing  Sur- 
gical Treatment  he  says:  “The  transthora- 


cic approach  to  high  lying  malignant  le- 
sions which  encroach  on  the  esophagus  has 
distinct  advantages”. 

In  the  first  statement  the  author  con- 
siders that  not  even  exploration  is  war- 
ranted in  lesiones  of  the  cardia  while  in 
the  second  statement  he  praises  the  trans- 
thoracic approach  for  the  resection  of  this 
kind  of  lesion.  We  agree  with  this  last 
statement  and  feel  that  the  first  one 
should  have  been  omitted. 

In  the  section  on  Cholecystitis  the 
author  states  that  “chronic  cholecystic 
disease  in  almost  all  cases  is  essentially  a 
surgical  problem,  and  most  certainly  so  if 
stones  are  present.”  We  are  glad  to  see 
this  statement  as  many  clinicians  are  of 
the  opinion  that  cholecystitis  is  not  a sur- 
gical problem  unless  stones  can  be  de- 
monstrated. 

As  the  book  covers  both  general  and 
special  surgery  it  should  find  its  place 
either  as  a textbook  or  reference  book  not 
only  for  students  but  also  for  general  prac- 
titioners, and  surgeons  as  well. 

The  paper  and  printing,  set  in  double 
column  are  good  and  the  book  is  profusely 
illustrated. 

Astor. 

PATHOLOGY  OF  TROPICAL  DISEASES 

By  J . E.  Ash,  Colonel,  M.C.,  U.S.A.,  Di- 
rector, Army  Institute  of  Pathology,  Army 
Medical  Museum;  and  Sophi  Spitz,  M.D.,  C.S., 
A.U.S.,  Pathologist,  Army  Institute  of  Patlio- 
logy,  Army  Medical  Museum,  350  pages  with 
91/1  illustrations,  15  in  color,  on  251  plates. 
Philadelphia  and  London:  W.  B.  Saunders 
Company,  191/5.  Price  $ 8.00 . 

This  book  is  simultaneously  a very 
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complete  atlas  on  the  pathology  of  tropical 
diseases,  and  a readable  orientation  on  its 
etiology,  epidemiology  and  clinical  aspects. 
Its  material  is  mainly  based  on  the  out- 
standing collection  received  in  the  Army 
Institute  of  Pathology  from  all  theaters 
of  operation  and  various  civilian  sources. 

The  volume  is  divided  in  twenty  two 
chapters  of  fascinating  reading,  liberally 
illustrated  by  excellent  plates,  instructive 
diagrams  and  a brief  but  outstanding  bi- 
bliography. 

Twenty  one  pages  are  devoted  to  the 
subject  of  malaria  and  its  protean  charac- 
teristics, and  the  hazards  of  the  so  called 
suppresive  medication  are  fully  discussed. 

The  chapters  on  schistosomiasis,  fila- 
riasis  and  sprue,  to  which  Dr.  Koppisch 
and  Dr.  Suárez  from  Puerto  Rico  have  con- 
tributed, with  material  and  clinical  photo- 
graphs, will  appeal  to  all  students  of  pa- 
thology. but  especially  to  all  army  officers 
which  eventually  might  be  assigned  to  the 
tropics. 

In  addition  to  the  chapters  on  dysen- 
tery, bacterial  diseases  and  leprosy,  group 
of  diseases  which  are  going  to  be  of  para- 
mount importance  in  the  years  to  come, 
the  chapter  on  fungus  diseases  is  excel- 
lent as  might  be  expected,  since  the  au- 
thors have  had  an  unparalleled  amount  of 
material  at  their  disposal. 

The  chapter  on  bacterial  diseases,  in- 
cluding typhoid  fever,  cholera,  brucellosis 
and  plague,  is  a short  survey  with  a very 
comprehensive  review  and  up  to  date  ac- 
count of  this  important  group  of  tropical 
scourges.  The  theory  based  on  pathologic- 
al findings  that  Hodgkin’s  disease  might 
be  caused  by  Brucellosis,  seems  to  be  un- 
derestimated by  the  authors. 

This  book  is  well  worth  reading  and 
will  prove  io  be  of  particular  value  in  civil 
life  as  well  as  in  the  military  service. 

Guzman. 


DISEASES  OF  THE  NOSE,  THROAT  AND  EAR 

Edited  by  Chevalier  Jackson,  M.D.,  Sc.D., 
LL.D.,  F.A.C.S.,  Honorary  Professor  of  Broa- 
ch o-E soph ngology,  Temple  University,  Phila- 
delphia; and  Chevalier  L.  Jackson,  M.D.,  M. 
8c.,  F.A.C.S.,  Professor  of  Broncho-Esophago- 
logy.  Temple  University,  Philadelphia.  With 
the  collaboration  of  6¡t  Outstanding  Authori- 
ties. 8Jf4  pages  with  93Jf  illustrations  on  581 
figures  including  18  plates  in  color.  Philadel- 
phia and  London.  IF.  B.  Saunders  Company, 
WJ,5.  Price  $ 10.00 . 

Diseases  of  the  Nose,  Throat  and  Ear, 
edited  by  Profs.  Chevalier  Jackson  and 
Chevalier  L.  Jackson  is  the  most  modern 
and  up  to  date  text  and  reference  work 
in  Otolaryngology.  Since  the  last  edition 
of  Jackson  and  Coates  textbook  in  Ear, 
Nose  and  Throat,  developments  in  laryn- 
goloy  have  been  so  marked  and  such  pro- 
gress in  the  specialty  has.  been  made  in 
various  directions,  that  the  necessity  of  a 
modern  text  became  apparent. 

With  the  collaboration  of  64  outstand- 
ing authorities  and  teachers  in  the  fields 
of  ear,  nose  and  throat  as  well  as  in  bron- 
chology  and  esophagology,  this,  new  book 
covers  the  subject  matter  admirably,  in- 
cluding the  most  recent  advances  in  che- 
motherapy, biotherapy,  aviation  otolaryn- 
gology, and  the  improved  surgical  tech- 
nique of  the  fenestration  operation  for 
otosclerosis.  The  subjects  are  presented 
scientifically.  New  matter  is  introduced 
without  sacrificing  the  space  alloted  to  old 
subjects.  The  editors  have  purposedly 
omitted  historical  data  and  procedures  of 
questionable  value  and  controversial  na- 
ture, but  on  the  other  hand  recent  worthy 
therapeutic  measures  are  included. 

Jackson  and  Jackson’s  Nose,  Throat 
and  Ear  serves,  the  needs  of  general  practi- 
tioners, otolaryngologists,  per-oral  endos- 
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copists  and  students  of  these  specialties.  It 
contains  numerous  pictures,  colored  plates, 
and  diagrams  which  simplify  the  visual- 
ization of  heretofore  difficult  anatomic, 
diagnostic  and  surgical  problems.  The 
chapters  on  rhinoplastic  surgery,  the  fe- 
nestration operation,  sulfonamides.,  penici- 


llin and  endoscopic  photography  provides 
the  latest  word  in  modern  otolaryngology. 

We  welcome  Jackson  and  Jackson’s 
Nose,  Throat  and  Ear  as  an  outstanding 
contribution  by  recognized  leaders  in  the 
field  of  otolaryngology. 

Reichard. 


INFORMACIONES  MEDICAS 


73 


/ X 

BOLETIN  DE  LA  ASOCIACION 
MEDICA  DE  PUERTO  RICO 

Avenida  Manuel  Fernández  Juncos, 

Parada  19,  Santuree,  P.  R. 


AÑó  xxxvni  - FEBRERO,  1946  - Núm.  2 

Editor  Administrados: 

Dr.  M.  GUZMAN  RODRIGUEZ 
Editores  Asociados: 

Dr.  Ramón  M.  Suárez 
Dr.  Basilio  Dávila 
Dr.  J.  H.  Font 
Dr.  Manuel  A.  Astor 
Dr.  M.  Pavía  Fernández 
Dr.  Juan  J.  Nogueras 
Dr.  E.  García  Cabrera 
Dr.  Enrique  Koppisch 
Dr.  L.  A.  Passalacqua 
Dr.  Juan  A.  Pons 
Dr.  Rafael  A.  Vilar 

v J 

INFORMACIONES  MEDICAS 

Asociación  Médica  del  Distrito  de 
San  Juan 

La  Asociación  Médica  del  Distrito  de 
San  Juan  celebró  su  reunión  anual  de 
carácter  administrativo  el  día  31  de  ene- 
ro pasado,  procediéndose  a la  elección  de  la 
Junta  de  Directores  y los  delegados  del  dis- 
trito, habiendo  resultado  electos  los  si- 
guientes miembros: 

Presidente — Dr.  Manuel  Guzmán,  Jr. 
Vicepresidente — Dr.  A.  Comas 
Secretario — Dr.  J.  Basora  Defilló 
Tesorero — Dr.  Fernando  Asencio 

Delegados 

Dr.  A.  Oliveras  Guerra 
Dr.  Luis  A.  Sanjurjo 
Dr.  José  Picó 
Dr.  Félix  M.  Reyes 
Dr.  Jeramfel  Cordero 
Dr.  J.  A.  Gallardo  Díaz 


Dr.  José  A.  Seín 
Dr.  Natalio  Bayonet 
Dr.  Pedro  Orpi,  Jr. 

Dr.  Manuel  A.  Astor 
Dr.  Pablo  G.  Curbelo 
Dr.  Angel  R.  Cestero 

Suplentes 

Dr.  José  N.  Gándara 
Dr.  Julio  E.  Colón 
Dr.  Ernesto  C.  Martínez 
Dr.  R.  Rodríguez  Molina 
Dr.  Blas  Ferraiuoli 

Asociación  Médica  del  Distrito  de 
Aguad  illa 

La  nueva  Junta  de  Directores  de  la  Aso- 
ciación Médica  del  Distrito  de  Aguadilla 
está  integrada  por  los.  siguientes  compa- 
ñeros : 

Presiden  tu — Dra.  Susana  Igartúa 
V ice  presidente — Dr.  Gregorio  Igartúa 
Secretario — Dr.  Néstor  Cardona  Quiñones 
Tesorero — Dr.  Kenneth  Ramírez  Smith 
Delegado — Dr.  Luis  A.  Sánchez 
Suplentes — Dr.  Raúl  R.  Acosta 
Dr.  Enrique  Milán 

Reuniones  administrativas 

Durante  el  mes  de  febrero  han  celebra- 
do en  nuestro  domicilio  reuniones  de  carác- 
ter administrativo  los  siguientes  organis- 
mos de  la  Asociación: 

Febrero  11  - Junta  Editora  del  Boletín. 
Febrero  13  - Directiva  y Tribunal  Exa- 
minador. 

Febrero  15  - Directiva. 

Febrero  19  - Comité  de  Salud  Pública 
y Beneficencia. 

Febrero  19  - Comité  de  Servicio  Civil. 
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Febrero  20  - Comité  de  Biblioteca. 

Febrero  25  - Miembros.  Directiva  y Tri- 
bunal con  médicos  en  las  fuerzas  armadas. 

Cursillos  de  Repaso: 

Los  cursillos  de  repaso  que  para  bene- 
ficio de  los  compañeros  que  regresan  de  las 
fuerzas,  armadas  habrá  de  auspiciar  el  Co- 
mité Científico  de  nuestra  Asociación  da- 
rán comienzo  en  abril  próximo.  El  prime- 
ro de  dichos  cursillos  de  repaso  será  sobre 
radiología  y estará  bajo  la  dirección  del  Dr. 
Isaac  González  Martínez  . 

Este  cursillo  constará  de  5 sesiones.,  las 
cuales  se  celebrarán  de  conformidad  con  el 
siguiente  programa: 

Miércoles  3 de  abril  - Radiodiagnóstico 
de  enfermedades  gastrointestinales,  por  el 
Dr.  G.  Ruíz  Cestero. 

Miércoles  10  de  abril  - Radiodiagnósti- 


co de  enfermedades  torácicas  (pulmón, 
mediastino  y corazón),  por  el  Dr.  Isaac 
González  Martínez. 

Miércoles  17  de  abril  - Radiodiagnósti- 
co del  sistema  óseo,  por  el  Dr.  Rafael  A. 
Blanes. 

Miércoles  24  de  abril,  Radiodiagnóstico 
del  sistema  génitourinario,  por  el  Dr.  José 
Landrón. 

Miércoles  1ro  de  mayo.  Radiodiagnósti- 
co de  senos  paranasales  y cráneo,  por  el 
Dr.  M.  Guzmán  Rodríguez. 

Nuevos  miembros: 

Recientemente  han  hecho  su  ingreso  en 
la  Asociación,  los  siguientes  compañeros: 

Dr.  Hiram  López  Morales,  de  Comerío. 

Dr.  Antonio  J.  Font  Carbonell,  de  San 
Juan. 

Dr.  August  Tortorelli,  de  Río  Piedras. 


No  hay  leche  más  sana 
para  bebés  que  KLIM 


Klim  es  leche  de  vacas  escogidas,  sometidas  a 
la  prueba  de  tuberculina.  Los  inspectores  de 
Klim,  no  solamente  vigilan  minuciosamente 
la  leche  — sino  también  examinan  periódica- 
mente las  vacas. 

PRUEBAS  DE  LABORATORIO 

La  leche  para  Klim  es  sometida  también  a 
rígidas  pruebas  en  el  laboratorio.  ¡Antes  de 
aceptar  la  leche,  se  examina  seis  veces  ...  y 
durante  su  elaboración,  se  examina  muchas 


veces  más— para  resguardar  su  pureza,  uni- 
formidad y seguridad! 

Klim  es  envasada  al  vacío,  resguardand  > 
así  su  alta  calidad  y la  uniformidad  del  cor- 
tenido de  las  latas  en  tal  forma,  que  ni  si- 
quiera el  aire  puede  entrar  y alterar  su  pu- 
reza. Klim  es  leche  pura  de  vaca,  sólo  se  le 
ha  extraído  el  agua. 

¡Puede  usted  recetar  Klim  para  bebés  sm 

reserva! 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


Para  información  profesional  y tablas  de  alimentación  acerca  de  Klim  diríjase  a: 

THE  BORDEN  COMPANY,  350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y.,  U S A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Allen  15,  San  Juan  P.  R. 


Ertronizar  significa:  Emplear  Ertron  a dosis 
diarias  adecuadas,  durante  un  período  de 
tiempo  suficientemente  largo  para  obtener- 
los resultados  óptimos.  Aumentar  las  dosis 
hasta  llegar  a las  recomendadas,  o hasta 
alcanzar  el  nivel  de  tolerancia.  Mantener 
estas  dosis  hasta  obtener  la  mejoría 
máxima. 

Presentación:  Frascos  de  50 y 100  cápsulas 

Distribuidores  Exclusivos  en  Puerto  Rico: 

PELEGRINA  & LLORENS,  San  Juan 

NUTRITION  RESEARCH 
LABORATORIES 

Chicago 
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IRON-DEFICIENCY 
EMIA 


The  blood  in  iron-deficiency  anemia  is  markedly 
benefited  by  Copperin  administration:  hemoglobin 
percentages  quickly  rise;  red  blood  cells  increase 
in  quantity  and  improve  in  quality. 


Box  530,  San  Juan,  P.  B. 


COPPERIN 


Due  to  the  action  of  the  catalyst,  copper  sulphate, 
the  amount  of  iron  ammonium  citrate  per  capsule 
is  reduced  to  only  32  miligrams.  But  as  ALL  the 
iron  is  made  available  to  the  bloodstream,  a maxi- 
mum therapeutic  effect  is  obtained.  Copperin  does 
not  stain  teeth  or  irritate  the  gastrointestinal  tract 
and  is  water  soluble.  Prescribe  Copperin  “A”  for 
adults,  Copperin  “B”  for  children. 


Liberal  professional  samples  gladly  sent  on  request 

RAFAEL  A.  VILLAMIL 


'oo  capsules 

COPPERIN  A 


TH  ESO  DATE  (Brewer) 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECUBRI- 
MIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 

Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de  la  en- 
fermedad de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100  pastillas. 
:::Thesodate,  480  mg.  (7)4  granos). 

Thesodate,  480  mg.  (7J4  granos)  ; Fenobarbital,  32  mg.  (14  grano). 
Thesodate,  320  mg.  (5  granos)  ; Fenobarbital  16  mg.  (Vi.  gi’ano)  ; Yo- 
duro de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA  : 

1.  Riseinan,  ,1.  K.  F.,  Brown.  Ai.  G..  Arch.  Int.  Med..  Vol.  (!().  púg.  ICO,  193. 

2.  Brown,  M.  G..  y Riseman,  J.  E.  F..  .?.  A.  M.  A.,  Vol.  109,  pág,  250.  1937. 

3.  Levy,  R.  I,..  Briienn,  H.  G.,  Williams.  N.  K..  Am.  II.  .loar..  Vol.  19,  púg.  039,  No.  0,  .Inn.  1940. 
* El  Thesodate.  480  mg.  se  ha  usado  muchísimo  como  diurético.  I.a  dosis  <iuo  se  recomienda  es 
de  ocho  pastillas  al  día  por  dos  días  y lin  go  cuatro  pastillas  diarias 

Solicite  literatura 

BREWER  Cr  COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 


H E R I S A N 

(MARCA  REGISTRADA) 

GRAN  CONCENTRACION  VITAMINICA  “A”  Y “D” 

Está  elaborada  con  Aceite  de  Halibut  y otros  importantes  elementos 

FORMULA:  50,000  U.  I.  de  Vitamina  A 

6.250  U.  I.  de  Vitamina  I)  por  gramo 10  gramos 

Acido  Bórico  . 2 gramos 

Oxido  de  Zinc  15  gramos 

Talco  i 15  gramos 

Vehículo  58  gramos 

1 gramo  de  HERISAN  contiene: — 625  U.  I.  de  Vitamina  D 

5000  U.  I.  de  Vitamina  A 

INDICACIONES 

Para  aplicación  local  en:  HERIDAS,  ULCERAS,  ULCERAS  VARICOSAS, 
QUEMADURAS,  ESCARAS,  SABAÑONES,  ECZEMAS,  etc. 

Preparado  por 

ANDROMACHUS  CORPORATION 

22  East  49th  Street.  New  York  ls-17,  N.  Y. 

Distribuidor:  E.  VELEZ  POSADA,  Plaza  de  Colón,  San  Juan. 

' 


■ 


Aía/e  ¿jfeac  ¿fács'imv/ne&  cfl  tyri/hic/imt 


HUMAN  TESTIS:  Color  photomicrograph.  Transection  of 
the  tubules  showing  various  stages  of  spermatogenesis. 
Male,  30  years  of  age. 


PERANDREN 

TESTOSTERONE  PROPIONATE 

METANDREN 
LING  U ETS 


METHYLTESTOSTERONE 


THE  MALE  CLIMACTERIC 

"There  is  absolutely  no  basis  for  the  belief  that  the 
man  does  not  have  a decrease  in  sex  function  in  later 
life  and  that  he  cannot  have  a climacteric.  . . . 
Testosterone  propionate,  by  intramuscular  injection 
of  25  mg.  three  times  a week,  has  been  found  effective 
in  relieving  the  symptoms  and  in  the  production  of 
a sense  of  well-being  in  the  patients,  which  is  the 
primary  objective  of  this  treatment.  . . . Testosterone 
may  also  be  given  orally,  by  inunction  and  by  im- 
plantation."— A.  A.  Werner. 

Journal  of  the  American  Medical  Association,  127:705,  1945. 
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*3.00  PER  YEAR  35c  PER  COPY 


MALE  HORMONE  THERAPY 

"As  many  as  34  different  symptoms  have  been 
observed  in  the  male  climacteric;  20  of  these  are 
attributable  to  the  nervous  system  and  9 of  them  to 
the  circulatory  system.  . . . Under  the  influence  of 
adequate  hypodermic  therapy  10  to  25  mg.  of  testo- 
sterone propionate  two  to  five  times  a week,  the 
average  symptoms  of  the  climacteric  are  usually 
relieved.  . . ." — C.  W.  Dunn. 

Pennsylvania  Medical  Journal,  48:780,  1945. 


He  .loiirn.il  of 

CLINICAL 

ENDOCRINOLOGY 


Cont,nt, 


CLINICAL  USE  OF 
TESTOSTERONE  IN  THE 
MALE  CLIMACTERIC 

“We  wish  to  urge  the  careful  study  of  men  from  50  to 
65  years  of  age  when  they  complain  of  vague  and 
often  apparently  unrelated  symptoms,  for  evidence 
of  the  climacteric,  and  a subsequent  use  of  testo- 
sterone propionate,  in  an  attempt  to  relieve  their 
suffering.” — S.  F.  Goldman  and  M.  J.  Markham. 

Journal  of  Cl  inical  Endocrinology,  2:237,  1942. 


The  Male  Climacteric,  directly  associated  with 
declining  testicular  function,  is  amenable  to 
replacement  therapy  with  PERANDREN  and 
METANDREN,  the  Ciba  male  hormones. 


PERANDREN 

is  testosterone  propionate  in  sesame  oil  for 
intramuscular  injection.  This  ester  of  the  male 
sex  hormone  produces  a rapid  and  prolonged 
clinical  effect.  It  is  the  only  economical  form 
of  male  sex  hormone  for  parenteral  therapy 
since  non-esterified  testosterone  gives  only  a 
fraction  of  the  response  obtained  with  testo- 
sterone propionate.  Available  as  ampuls,  1 cc. 
each,  in  concentrations  of  5,  10  and  25  mg. 
Boxes  of  3,  6 and  50. 

METANDREN 
L I N G U ET  S 

hard  pressed  wafers  of  methyltestosterone,  are 
designed  for  absorption  through  the  sublingual 
mucosa  directly  into  the  systemic  circulation. 
This  method  of  administration  sidetracks  the 
liver  and  prevents  inactivation  of*  the  steroid 
known  to  take  place  when  methyltestosterone 
is  ingested.  Each  linguet  contains  5 mg.  of 
methyltestosterone,  the  androgenic  activity  of 
which  is  roughly  equivalent  to  1 .5  to  2 mg.  of 
PERANDREN  by  injection.  Available  in  boxes 

of  30  and  1 00.  Perandren  and  Metandren  Linguets 
Trade  Marks  Reg.  U.  S.  Pat.  Off.  & Can. 


HUMAN  TESTIS:  Transection  of  the  tubules. 
Normal  male,  30  years  of  age. 

Site 


HUMAN  TESTIS:  Transection  of  the  tubules. 
Moderate  atrophy.  Male,  59  years  of  age. 


HUMAN  TESTIS:  Transection  of  the  tubules. 
Atrophy.  Male,  65  years  of  age. 


The  above  microscopic  sections  represent  three 
stages  of  the  testis  in  the  male  involution. 
The  slides  are  Masson  stained  and  photo- 
graphed with  Kodachrome  Professional  Film 
Type  B,  3W#  x AVa" . 
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YOU  WILL  RECEIVE,  DURING  THE  MONTH  OF  FEBRUARY,  THE  INTERESTING  AND  ATTRACTIVE 
FOLDER  SHOWN  ABOVE  ON  THE  LEFT.  THIS  WILL  GIVE  YOU  IN  MORE  DETAIL,  YET  IN  CONCISE 
FORM,  THE  STORY  OF  THE  SUCCESSFUL  TREATMENT  OF  THE  MALE  CLIMACTERIC  WITH  THE 
STEROID  HORMONES.  IT  WILL  MAKE  QUICK  AND  WORTHWHILE  READING. 

OFFERED  AT  THIS  TIME,  ALSO,  IS  No.  102  OF  THE  PROFESSIONAL  SERVICE  DIVISION'S  LIBRARY 
SERIES.  THIS  FACTUAL  SURVEY  ARTICLE  DISCUSSES  THE  RESULTS  OF  EXPERIMENTATION  AND 
CLINICAL  STUDIES  ASSOCIATED  WITH  THE  CLIMACTERIC  SYNDROME  AND  PRESENTS  A MOST 
EXTENSIVE  BIBLIOGRAPHY.  THIS  IS  SOMETHING  YOU  WILL  WANT  TO  KEEP  FOR  REFERENCE. 
WRITE  FOR  IT  ON  YOUR  LETTERHEAD. 
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CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 

SUMMIT,  NEW  JERSEY 


In  Canada*.  Ciba  Company  Limited,  Montreal 


Cada  perla  '"esdavite”  contiene  todas  las  vitaminas 

principales  y de  más  importancia  para  los  procesos  metabólicos  del  organismo, 
en  una  fórmula  bien  equilibrada  y de  alto  tenor  vitamínico  A,  Bx,  B2  (G),  C y D. 

Por  su  fácil  digestibilidad  y rápida  asimilación,  las 

PERLAS  "ESDAVITE”  son  las  preferidas  para  la  terapéutica  enérgica  de  las  entidad»* 
patológicas  provocadas  por  avitaminosis.  Dosis  profiláctica:  1 perla  al  día. 
Presentación:  En  frascos  de  25  y 100  perlas.  Sharp  & Dohme,  Philadelphia,  E.U.A. 


PERLAS  "ESDAVITE” 


POLIVITAMINICAS 


DE  LIGERA  SEDACION  A HIPNOSIS  PROFUNDA 


Existe  un  barbitúrico  Lilly  disponible 
para  casi  cualquier  necesidad  clínica, 
desde  ligera  sedación  hasta  hipnosis 
profunda.  El  alcance  de  las  formas  po- 
sológicas  es  amplio.  Cuando  se  admi- 
nistran en  las  dosis  recomendadas,  los 
barbitúricos  Lilly  no  alteran  las  funcio- 
nes vitales  del  organismo.  En  orden  de 
la  creciente  duración  de  su  acción,  éstos 
pueden  clasificarse  como  sigue: 

Corta  duración:  SECONAL  SODICO 

(Barbiturato  propil-meHI-carbinil-alil  Sódico,  Lilly) 

Moderada  duración:  AMYTAL  SODICO 

(Barbiturato  Isoamiletil  Sódico,  Lilly) 

Larga  duración:  AMYTAL 

(Ácido  Ijoamiletilbarblfúrlco,  Lilly) 


ELI  LILLY  PAN-AMERICAN  CORPORATION 


INDIANAPOLIS  6,  INDIANA,  E.U.A. 


